W^^'m^'i^''^'^'^'^^^W^m^ 


V 


TRANSACTIONS 


OF 


The  American 
Urological  Association 


NINTH  ANNUAL  MEETING 
AT  ST.  LOUIS,  MISSOURI 
JUNE    6th    and    7th,    1910 


EDITED    BY 
CHARLES   GREENE   CUMSTON,    M.  D. 


\\V^-^^-.,..^s 


PRINTED  FOR  THE  ASSOCIATION  AT  THE 
RIVERDALE  PRESS,  BROOKLINE,  MASS. 
NINETEEN       HUNDRED     AND       ELEVEN 


1?C 


OFFICERS  FOR  1909-10 


PRESIDENT 

Eugene  Fuller New  York 

VICE-PRESIDENT 

Granville  MacGowan Los  Angeles 

HONORARY  VICE-PRESIDENTS 

A.  Ernest  Gallant New  York 

Francis  S.  Watson Boston 

Bransford  Lewis St.  Louis 

David  Lieberthal Chicago 

G.  Shearman  Peterkin Seattle 

SECRETARY 

Hugh  Cabot Boston 

TREASURER 

R.  F.  O'Neil Boston 


Digitized  by  the  Internet  Archive 

in  2009  with  funding  from 

Ontario  Council  of  University  Libraries 


http://www.archive.org/details/transactionsurol04ameruoft 


CONTENTS 


Page 
Post-Prostatic    Cystotomy.     Presidential    Address    by 

Eugene  Fuller   7 

Gonoccoccal  Toxemia,  with  Report  of  a  Case.     Terry  M. 

Townsend  and  Julius  J.  Valentine 18 

Preliminary  Report  of  Bacterin  Therapy  in  Urethral 

and  Prostate  Infections.     Ernest  G.  Mark 25 

Urethral  Hemorrhages.     A.  Ravogli 40 

Gonoccoccic    Urethritis   in    Male    Children.     Abraham 

Leo  Wolbarst 52 

Undetected  Acute  Gonorrhceal  Prostatitis  as  a  Source 

of  Relapse.     Alexander  S.  Wolf 62 

Further  Observations  on  the  Verumontanum.     John  A. 

Hawkins 79 

Woven  Lisle-thread  Catheters  with  Woven  Lead-Core 
Dilators,  used  as  Obturators  in  the  Combined  Irriga- 
tion and  Dilatation  Treatment  of  the  Male  Urethra. 

Victor  C.  Pedersen    92 

Presentation  of  Two  Instruments.     James  A.  Gardner       94 
Prostatectomy  cwm  Vesiculectomy.     Charles  E.  Bamett       97 

The  Small  Fibrous  Prostate.     Arthur  L.  Chute    101 

Post-Operative  Treatment  in  Perineal  Prostatectomy. 

W.  N.  Wishard    116 

Tumors  of  the  Scrotum.     O.  L.  Suggett 138 

Series  of  Unusual  Cases  with  Pathological  Conditions 
Outside    of    the    Bladder    causing    Marked    Vesical 

Symptoms.     Louis  E.  Schmidt    145 

Carcinoma  of  Fundus  of  the  Bladder.  Report  of  Case 
and  Description  of  New  Operative  Procedure.  Francis 

R.  Hagner    153 

Case  of  Embryoma  of  the  Kidney  with  Interesting  Fea- 
tures;   Fibrinuria,    and    Disappearance    of    Vesical 
Tumor(?).     Bransford  Lewis  and  George  C.  Crandall      157 
Surgical    Importance    of    Accessory    Renal    Arteries. 

Daniel  N.  Eisendrath  and  David  C.  Strauss 171 

Some   Experience  on  the   Renal  Artery.     V.   D.   Les- 

pinasse    180 


VI 

Remarks  on  Movable  Kidney.    Explaining  the  Use  of  a 

Non-Sawing  Suture.     W.  T.  Elam 183 

Recent    Developments    in    Pyelography.     William    F. 

Braasch 195 

Case   of   Perforation   of    Intramural   Portion   of   Left 

Ureter  by  a  Calculus.     Charles  S.  Stem 203 

Remarks  on  the  Technique  of  Operations  for  Stone  in 

the  Ureter.     Hugh  Cabot 204 

Bloodletting  in  Chronic  Forms  of  Uremia.     Heinrich 

Stem 217 

Diagnosis  and  Differential  Diagnosis  of  the  Pathologic 

Processes    Causing    Enlargement    of    the    Kidney. 

Charles  Greene  Cumston    ; 229 

List  of  Members  of  the  American  Urological  Association     251 


TRANSACTIONS  OF  THE  AMERICAN 
UROLOGICAL  ASSOCIATION. 


POST-PROSTATIC  CYSTOTOMY. 


rRBSIDENTIAL  ADDKBSS  BY 

EUGENE  FULLER, 
NEW  YORK. 


In  the  operation  knovsrn  as  perineal  cystotomy,  a 
procedure  long  and  universally  employed,  the  inci- 
sion through  the  perineum  lays  open  the  posterior 
or  deep  portion  of  the  membranous  urethra,  after 
which  the  prostatic  urethra  or  vesical  neck  is  incised 
on  its  floor  sufficiently  to  allow  digital  or  instrumental 
access  to  the  bladder  cavity,  and  it  is  along  this  tract 
that  the  usual  urinary  drainage  tube  is  passed  and 
maintained  as  a  surgical  feature  in  the  after-treat- 
ment of  that  operation.  ■  Previous  to  1880,  when 
Garson  and  Petersen  revived 'the  operation  of  supra- 
pubic cystotomy  by  demonstrating  its  operative 
practicability  and  great  advantages,  the  old  operation 
just  described,  of  perineal  cystotomy  or  the  modifica- 
tion of  it,  employed  in  the  operation  known  as  lateral 
perineal  lithotomy,  was  the  only  route  used  for  the 
accomplishment  of  intra-vesical  surgical  procedure 
or  for  the  establishment  of  vesical  drainage. 

The  operation  which  I  now  formally  introduce  to 
the  profession  and  at  the  same  time  assign  a  place  of 
surgical  usefulness  and  value,  is  in  the  nature  of  a 
perineal  cystotomy,  in  that  it  is  through  the  perineal 
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structures  that  the  surface  dissection  is  made.  It 
differs,  however,  radically  in  all  other  respects  from 
the  ordinary  perineal  cystotomy,  in  that  no  portion 
of  the  deep  urethra  or  vesical  neck  is  disturbed  or 
entered.  The  deep  path  of  the  perineal  dissection 
in  the  operation  I  am  introducing  lies  behind  the 
prostate,  extending  between  that  structure  and  the 
rectum,  and  enters  the  bladder  through  a  longitudinal 
incision  in  the  floor  of  that  cavity.  This  vesical  inci- 
sion bifurcates  the  V-shaped  space  formed  by  the 
approximation  of  the  ampullae  of  Henl^,  the  term 
applied  to  designate  the  clubbed  ends  of  the  vasa 
defferentia.  The  incision  described  intra- vesically 
extends  from  the  middle  portion  of  the  vesical  floor 
forward,  midway  between  the  ureteral  orifices,  and 
divides  the  posterior  limit  of  the  trigonum.  I  have 
named  this  procedure  Post-Prostatic  Cystotomy.  For 
the  development  and  the  trial  of  this  operation  of 
post-prostatic  cystotomy  I  am  indebted  wholly  to 
my  operation  of  seminal  vesiculotomy.  In  fact,  I 
consider  this  cystotomy  operation  an  extension,  as  it 
were,  of  my  operative  work  in  connection  with  the 
seminal  vesicles.  Through  much  experience  with 
seminal  vesiculotomy  I  found  occasionally,  owing  to 
diseased  or  faulty  conditions  of  the  vesical  floor  lying 
over  or  about  the  seminal  vesicles,  that  more  or  less 
urine  leakage  occurred  along  the  tract  of  the  incision 
in  the  after-treatment  of  that  operation.  In  no  such 
instances,  however,  did  this  urine  leakage  serve  to 
complicate  or  interfere  with  the  final  result  of  those 
operations.  In  all  these  cases  also,  the  urine  leakage 
spontaneously  ceased  with  the  healing  of  the  seminal 
vesiculotomy  incision  and  in  none  of  them  were  there 
any  resulting  vesical  disturbances  attributable  to  the 
accidental  leakage.  Finally,  during  the  performance 
of  a  seminal  vesiculotomy  in  which  a  post-prostatic 
vesical  sacculus  or  pouch  existed,  the  wall  of  which 


was  very  attenuated,  I  accidentally  incised  this 
sacculus,  thus  making  a  free  incision  into  the  floor 
of  the  bladder.  After  completing  the  seminal  vesi- 
culotomy a  30-French  soft  rubber  catheter  was  passed 
along  the  tract  of  that  incision  and  through  the  open- 
ing in  the  bladder  floor  and  maintained  there  for 
vesical  drainage  for  eight  days.  The  presence  of 
the  vesical  drainage  tube  caused  the  patient  very  little 
discomfort  and  no  vesical  tenesmus  such  as  one  would 
commonly  expect  in  connection  with  a  tube  worn 
for  that  length  of  time  in  the  after-treatment  of  an 
ordinary  perineal  cystotomy.  After  the  removal  of 
the  tube  the  vesical  and  the  perineal  wound  soon 
healed  and  there  was  no  resulting  bladder  disturb- 
ance. 

This  experience  naturally  made  me  wonder 
whether  the  deliberate  rather  than  the  accidental 
performance  of  such  a  cystotomy  might  not  be 
advisable  in  certain  bladder  conditions.  In  fact,  I 
felt  that  a  cystotomy  associated  with  so  little  dis- 
turbance to  the  patient  had  much  to  recommend  it 
and  might  well  be  found  to  be  the  operation  of  choice 
in  some  cases.  On  giving  thought  to  the  subject 
it  is  easy  to  appreciate  that  a  post-prostatic  cystotomy 
gives  the  most  perfect  and  dependent  vesical  drainage 
while  a  patient  lies  on  his  back  in  bed,  the  customary 
position  assumed  after  operation,  and  in  this  par- 
ticular has  a  special  advantage  over  the  suprapubic 
operation  and  a  considerable  one  over  the  ordinary 
perineal  cystotomy.  In  common  with  the  supra- 
pubic operation  it  avoids  a  surgical  disturbance  of 
the  deep  urethra  or  of  the  neck  of  the  bladder. 

In  taking  up  the  study  of  the  field  of  usefulness 
open  to  this  operation  of  post-prostatic  cystotomy  it 
is  first  well  to  recall  the  diseased  vesical  conditions 
wherein  neither  ordinary  perineal  nor  suprapubic 
cystotomy  have  seemed  satisfactory  forms  of  pro- 
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cedure.  In  June,  1906,  before  the  American  Urolo- 
gical  Association*  I  read  a  paper  entitled  "Operative 
Cure  for  a  Hitherto  Unrelieved  Class  of  Cystitis,"  in 
which  I  made  the  following  statement:  "In  the  early 
performance  of  seminal  vesiculotomy,  the  operation 
was  undertaken  for  the  relief  of  the  usual  symptoms, 
chiefly  of  a  sexual  nature,  which  accompany  chronic 
inflammatory  involvement  of  the  seminal  vesicles. 
In  the  study  of  the  results  in  these  cases,  I  found  inci- 
dentally that  in  a  number  of  them  symptoms  of 
cystitis,  which  had  co-existed  with  those  of  a  sexual 
nature,  spontaneously  disappeared  after  convalescence 
from  the  operation.  This  fact  led  me  to  make  a  care- 
ful cystoscopic  study  of  the  bladder  in  a  series  of 
cases  of  seminal  vesiculitis.  I  found  as  a  result  that 
in  those  of  them  where  the  bladder  was  involved  the 
lesion  was  confined  to  the  base  of  the  organ,  in  fact  to 
that  part  of  the  structure  lying  over  the  seminal  vesicles. 
In  some  of  them  where  the  inflammation  about  the 
seminal  vesicles  had  been  extensive,  I  found,  like- 
wise, that  the  inflammation  invading  the  base  of  the 
bladder  had  been  extensive  and  had  extended  further 
than  the  underlying  portions  of  the  seminal  vesicles. 
In  all  these  cases,  the  other  portions  of  the  bladder 
were  normal  or  nearly  so  in  appearance. 

"From  these  cystoscopic  studies  it  seemed  reason- 
able to  infer  that  the  lesions  of  the  vesical  bases 
accounting  for  the  cystitis,  were  really  peripheral 
ones,  the  centre  foci  for  which  were  the  infected 
seminal  vesicles,  the  germs  in  the  bladders  having 
penetrated  the  intervening  tissues  from  the  cavities 
of  the  seminal  vesicles.  In  other  words,  I  classed  the 
bladder  inflammations  as  localized  pericystitis.  In 
mild  cases,  the  cystoscope  showed  the  vesical  mucous 
membrane  of  the  area  involved,  red,  infiltrated  and 
oedematous,  while   in   the  severe   types,  granulation 

*  American  Journal  of   Urology,  December,  1906. 
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tissue  had  in  large  measure  taken  the  place  of  the 
mucous  surface.  Here  and  there  on  these  granula- 
tions would  be  pus  flocculi,  films  of  inflammatory 
exudate  and  spots  of  hemorrhage.  In  some  of, the 
advanced  cases,  the  least  instrumental  contact  with 
the  surface  granulations  was  sufficient  to  provoke  a 
fairly  free  hemorrhage.  On  one  of  them  a  triple- 
phosphate  crustation  had  formed. 

"As  a  result  of  these  investigations,  I  felt  confident 
that  a  cure  of  this  form  of  pericystitis  would  follow 
spontaneously  after  the  operative  elimination  of  the 
chronic  infection  in  connection  with  the  seminal 
vesicles.  Acting  on  this  conviction,  I  have  cured 
through  seminal  vesiculotomy  a  number  of  these 
cases,  all,  in  fact,  on  which  I  have  so  far  operated." 

In  that  paper  the  clinical  details  of  four  operative 
cases  were  given.  Since  that  time  my  clinical  experi- 
ence with  cases  of  this  description  has  been  large. 
In  numerous  of  them  which  I  have  cured  through 
seminal  vesiculotomy  multiple  perineal  and  supra- 
pubic cystotomies  previously  undertaken  at  the 
hands  of  other  surgeons  in  the  hope  of  relieving  exist- 
ing vesical  distress  had  only  served  the  purpose 
apparently  of  aggravating  such  conditions.  In  some 
of  these  cases  post-prostatic  abscesses  had  formed, 
leaving  sinuses  connecting  old  cavities  with  the 
vesical  floor.  It  was  in  these  cases  that  more  or  less 
abundant  urine  leakage  naturally  occurred  after 
seminal  vesiculotomy  into  the  tract  of  that  operation. 
It  is  in  connection  with  such  cases,  and  also  in  connec- 
tion with  those  of  a  similar  character  wherein  the 
cystoscope  shows  the  secondary  or  resulting  lesion 
at  the  vesical  base  to  be  extreme,  the  intravesical 
granulations  for  instance  being  dense,  extensive  and 
perhaps  coated  with  phosphatic  crustations,  that  the 
idea  has  occurred  to  me  that  dissection  into  and 
drainage  of  the  extravesical  primary  focus  of  infec- 
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tion  associated  with  the  operation  of  seminal  vesicu- 
lotomy might  not  be  radical  enough.  In  some  opera- 
tive instances  of  this  character,  although  marked 
relief  as  regards  bladder  symptoms  quickly  followed 
the  seminal  vesiculotomy,  still  it  was  months  with 
some  of  them  before  all  pus,  bacteria  and  the  last 
bladder  evidences  finally  subsided,  while  others  of 
them  disappeared  from  observation  with  some  of 
these  evidences  still  persisting.  Consequently,  it  has 
seemed  to  me  desirable  in  these  cases  to  treat  the 
bladder  itself  more  radically,  to  cut  through  its 
exposed  floor  and  to  drain  it  post-prostatically,  mak- 
ing, in  other  words,  the  cystotomy  a  feature  of  the 
seminal  vesiculotomy.  I  have  already  put  this  idea 
successfully  to  practical  use,  as  will  be  seen  in  the 
clinical  recital  which  will  follow. 

There  is  another  class  of  cystitides  which  have  been 
largely  abandoned  as  far  as  ordinary  or  suprapubic 
cystotomy  are  concerned,  and  these  are  the  tubercu- 
lar cases.  Such  cases  it  seems  to  me  should  always 
be  handled  most  conservatively  and  in  the  great 
majority  of  instances  treated  hygienically  and  thera- 
peutically rather  than  surgically.  Still,  in  some  of 
those  cases  where  the  element  of  vesical  tenesmus  is 
intense,  and  especially  in  those  of  them  where  phos- 
phatic  calculous  crustations  have  formed  on  the 
ulcerated  vesical  surfaces,  the  surgeon  may  be  im- 
pelled to  attempt  some  relief  through  operation.  In 
such  instances  suprapubic  has  been  found  prefer- 
able to  perineal  cystotomy,  since  it  avoids  the  neck 
of  the  bladder,  the  cutting  through  of  which  invites 
the  engrafting  of  the  tubercular  process  on  this  part 
and  a  consequent  exacerbation  of  tenesmus.  The 
disadvantage,  however,  of  suprapubic  cystotomy  in 
these  cases  lies  largely  in  the  danger  of  a  secondary 
tubercular  infection  and  invasion  of  the  space  of 
Retzius  associated  with  persisting  suprapubic  fistula. 
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The  suprapubic  opening  affords,  as  has  been  men- 
tioned, very  defective  vesical  drainage  and  it  is  this 
feature  which  makes  it  very  difficult  in  the  after- 
treatment  of  these  cases  to  eliminate,  or  keep  in 
abeyance,  elements  of  mixed  infection  which  serve  to 
stimulate  the  tubercular  process  and  to  aid  it  in 
extending  itself  both  intravesically  and  also  extra- 
vesically  into  the  space  of  Retzius.  Post-prostatic 
cystotomy  has  the  advantages  of  both  the  preceding 
operations  without  their  disadvantages.  It  avoids 
the  vesical  neck  and  affords  even  better  vesical  drain- 
age than  the  ordinary  perineal  cystotomy.  It  seems 
to  me  that  this  operation  will  be  found  of  great  benefit 
in  these  distressing  conditions.  The  clinical  experi- 
ence to  be  detailed  goes  to  substantiate  this  opinion. 
Suprapubic  cystotomy  in  connection  with  thickened, 
contracted  and  non-distensible  bladders  is  often  a 
troublesome  procedure  and  after  operation  in  such 
cases  it  may  be  very  difficult  to  establish  suprapubic 
vesical  drainage.  In  some  such  cases  as  these,  and 
especially  in  those  of  them  where  a  fairly  prolonged 
drainage  of  the  bladder  seems  essential,  it  may  be  that 
the  operation  of  post-prostatic  cystotomy  will  be 
found  especially  applicable.  As  has  already  been 
stated  this  operation,  post-prostatic  cystotomy,  is  an 
extension  or  development  of  my  operation,  seminal 
vesiculotomy.  In  other  words,  any  surgeon  who  has 
familiarized  himself  with  the  latter  operation  will 
have  no  difficulty  in  the  performance  of  the  cystotomy. 
In  the  dissection  associated  with  seminal  vesiculotomy 
the  floor  of  the  bladder  is  exposed,  and  that  part 
being  once  exposed  the  matter  of  making  the  longi- 
tudinal incision  through  its  floor  is  a  simple  and  easy 
detail.  In  my  last  year's  communication  before  this 
association,  entitled,  "Relief  of  Urinary  and  Genital 
Conditions  Through  Surgery  of  the  Seminal  Vesicles," 
a  reprint  of  which  appears  in  the  1909  Transactions 


14 

of  the  American  Urological  Association,  and  also  in 
the  Medical  Record  of  New  York,  October  30,  1909, 
the  operation  of  seminal  vesiculotomy  is  carefully- 
described,  and  anyone  desirous  of  acquainting  himself 
with  post-prostatic  cystotomy  is  advised  to  read  that 
article  in  connection  with  this  one. 

Aside  from  my  first  experience  with  this  operation, 
reference  to  which  has  already  been  made,  the  case 
being  the  one  in  which  I  accidentally  cut  through  a 
vesical  sacculus  during  the  performance  of  a  seminal 
vesiculotomy,  I  have  successfully  employed  the  pro- 
cedure on  two  occasions.  The  clinical  history  of 
these  two  cases  is  as  follows. 

Case  A.,  man  twenty-seven.  His  first  gonorrhoea  a 
very  acute  one,  nine  months  ago.  In  the  third  or 
fourth  week  of  the  gonorrhoea  there  was  a  history  of 
threatened  urinary  retention  and  great  tenesmus, 
associated  with  severe  perineal  and  rectal  pain, 
together  with  fever.  The  threatened  retention  was 
suddenly  relieved  after  five  or  six  days,  associated 
with  the  prompt  appearance  of  much  pus  in  the 
urine  and  of  a  profuse  flow  of  pus  from  the  urethra. 
The  tenesmus,  the  perineal  and  rectal  pain,  and  the 
fever  all  also  quickly  subsided  with  the  relief  of  the 
threatened  retention.  The  patient,  however,  had 
never  recovered.  A  relapsing  urethral  discharge  had 
persisted.  Bacteria  and  pus  had  always  remained 
in  the  urine.  As  the  result  of  indiscretions  or  of 
exposure  to  cold,  urinary  urgency  would  become  mani- 
fest, together  with  some  tenesmus,  which  was  more 
or  less  painful.  At  such  times  he  was  also  subject 
to  chills,  followed  by  a  febrile  reaction.  Seminal 
losses,  which  were  somewhat  frequent,  were  painful 
and  were  apt,  he  thought,  to  be  followed  by  an  exacer- 
bation of  the  vesical  tenesmus.  Rectal  examination 
showed  a  marked  inflammatory  involvement  of  the 
seminal  vesicles  and  of  the  surrounding  fibrous  struc- 
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tures;  in  fact  the  peri-seminal  vesicular  inflamma- 
tion included  most  of  the  fibrous  tissue  area  in  the 
post-prostatic  space.  The  floor  of  the  bladder  above 
the  region  of  the  seminal  vesicles  was  oedematous  and 
granular,  bleeding  readily  if  touched  by  the  end  of 
the  cystoscope.  It  was  evident  in  this  case  that 
first  of  all  an  acute  gonorrhoeal  seminal  vesiculitis 
had  occurred,  followed  by  a  peri-seminal  vesicular 
abscess  which  had  pointed  and  discharged  through 
the  floor  of  the  bladder.  Post-prostatic  cystotomy  was 
performed,  combined  also  with  opening  and'  drainage 
of  the  seminal  vesicles.  Two  soft-rubber  catheters 
of  30-French  calibre  were  introduced  into  the  bladder 
side  by  side,  through  the  perineal  incision,  and  main- 
tained there  nine  days  for  continuous  drainage . 
Two  tubes  were  used  instead  of  one,  in  order  to  facili- 
tate vesical  irrigation.  On  the  ninth  day  some  slight 
vesical  intolerance  of  the  tubes  developed,  and  they 
were  removed.  Ten  days  after  their  removal  the 
perineal  wound  had  thoroughly  closed.  A  perfect 
operative  result  was  promptly  obtained  in  this  case. 
Case  B.,  man  twenty-eight  years  old.  When  first 
observed  by  me  there  was  very  frequent  urination, 
associated  with  considerable  vesical  tenesmus.  The 
urine  was  loaded  with  pus,  somewhat  offensive  as 
regards  odor  and  slightly  bloody.  These  symptoms 
had  been  gradually  developing  for  over  a  year.  Sev- 
eral years  previously  there  had  apparently  been  a 
gonorrhoeal  infection,  since  which  time  the  patient 
thought  he  had  never  been  completely  well.  Rectal 
examination  showed  marked  inflammation  of  the 
prostate  and  seminal  vesicles.  There  was  not  much 
tenderness,  however,  to  the  touch,  and  the  inflamma- 
tion did  not  seem  to  the  feel  acute  or  recent.  To 
use  the  cystoscope,  it  was  found  necessary  to  put 
the  patient  profoundly  under  chloroform  in  order  to 
allay  the  vesical   tenesmus,  and    adrenalin  had  also 
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to  be  introduced  into  the  bladder  to  check  hemor- 
rhage.    It  was  then  possible  to  get  a  view  with  the 
instrument.     The  whole  interior  of  the  bladder,  but 
especially  the  base,   was  found  to  be   the   seat  of 
lesions,  such  as  an  extensive  tubercular  process  could 
present.     There  were  areas  of  ulceration  and  others 
of  proliferating  granulations.     The   cystoscopic   ex- 
amination was   quite   disturbing  and  was   followed 
by  a  considerable  increase  in  the  haematuria.     The 
vesical  tenesmus  gradually  increased  after  this  until 
it  became  so  pronounced  as  to  be  associated  with 
complete  incontinence.     There  was  also  continuous 
temperature.     Tuberculine   reactions   were   positive. 
The  incontinence  and  the  painful  tenesmus  rendered 
the  patient's  condition  very  distressing.     Still,  aside 
from  prescribing  creosote  in  large  doses,  I  hesitated 
to  do  anything  in  the  way  of  local  surgical  treatment, 
since  the  chance  of  affording  even  slight  relief  thereby 
seemed  extremely  small,  while  on  the  other  hand,  the 
chance  of  increasing  by  such  a  course  the  patient's 
mental,  if  not   physical  discomfort,  appeared   most 
probable.     After  a  time,  however,  a  new  symptom, 
that  of  rectal  tenesmus,  developed  and  with  it  there 
was  an  increase  in  the  range  of  temperature.     Rectal 
examination  then  showed  a  soft  baggy  tumefaction 
which  encroached  in  a  marked  degree  on  the  rectal 
cavity  from  the  post-prostatic  area.     It  seemed  evi- 
dent that  urinary  extravasation  had  taken  place  into 
this  space,  the  bladder  floor  having  been  perforated 
by  the  ulcerative  tubercular  process.     If  the  case 
were  now  treated  for  a  longer  time  expectantly  it 
seemed  evident  that  a  rectal  perforation  would  soon 
follow.     The  resulting  recto-vesical  fistula  would  cer- 
tainly represent  the  acme  of  distress.     Such  an  event 
should,  if  possible,  be  avoided,  and  for  that  purpose 
post-prostatic   cystotomy   was    performed.     In    this 
instance,    however,    the    seminal    vesicles    were   not 
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opened  or  disturbed,  a  free  longitudinal  incision  only 
being  made  in  the  floor  of  the  bladder.  Two  bladder 
drainage  tubes  were  introduced.  The  operation  in  its 
immediate  result  was  most  gratifying  both  to  me  and 
to  the  patient.  Rectal  and  vesical  tenesmus  ceased, 
and  the  temperature  fell  so  as  not  longer  to  be  a 
factor.  The  tubes  were  retained  in  place  ten  days. 
The  rectal  feel  then  showed  that  all  evidences  of 
urinary  extravasation  had  disappeared.  The  perineal 
wound  soon  closed  to  a  narrow  sinus.  Most  of  the 
urine  then  came  naturally.  Blood  disappeared  from 
the  urine.  Incontinence,  to  a  large  degree,  also  dis- 
appeared, and  the  patient  might  go  from  half  to  three 
quarters  of  an  hour  without  being  called  upon  to 
urinate.  At  the  end  of  six  weeks  fever  in  a  marked 
degree  returned,  and  the  patient  began  to  fail  from 
a  general  extension  of  his  tuberculosis.  Still  even 
then  the  local  bladder  discomfort  was  not  nearly  as 
marked  as  before  the  cystotomy.  In  this  instance 
the  post-prostatic  cystotomy  accomplished  more  than 
I  had  anticipated  it  would,  and  certainly  was  well 
worthwhile.  In  another  instance,  where  the  tubercu- 
lar process  was  not  as  virulent  and  rapid  as  in  the 
present  instance,  much  more  should  be  expected  from 
the  operation. 


GONOCOCCAL  TOXEMIA,  WITH  REPORT 
OF    A    CASE. 


TERRY  M.  TOWNSEND  AND  JULIUS  J.  VALENTINE, 

NEW   YORK. 


It  is  quite  aside  from  the  purpose  of  this  paper  to 
attempt  to  compass  the  comprehensive  subject  of 
systemic  gonorrhoea!  infection.  Only  such  literature 
and  facts  are  cited  as  will  lead  to  a  better  under- 
standing of  this  small  contribution  to  scientific 
advance. 

In  the  study  of  hitherto  reported  cases  of  systemic 
disturbances  from  gonorrhoeal  infection,  one  en- 
counters a  chaotic  mass  of  classifications.  Cases  are 
reported  as  those  of  general  gonorrhoeal  infection, 
gonorrhoeal  pyemia,  septicemia,  gonococcal  bacteri- 
emia,  etc.,  apparently  without  reference  as  to  whether 
or  not  the  general  economic  disturbance  be  due  to 
the  gonococcus  per  se  or  in  alliance  with  other  bac- 
teria, or  to  the  toxins  of  the  gonococcus.  Wasdin^ 
has  uttered  protest  against  these  illogical  classifica- 
tions and  suggests  "gonococcic  sepsis"  as  the  best 
term  for  septic  conditions  due  to  the  gonococcus 
entering  the  circulation.  This  term,  however,  does 
not  suffice  for  that  type  of  cases  in  which  the  germ 
remains  confined  to  its  original  port  of  entry,  and  yet 
gives  rise  to  bodily  illness  through  its  toxins. 

The  best  classification  of  infections  is  probably 
that  of  Pearce,^ — toxemia,  septicemia,  pyemia.     The 

*  Wasdin.      Editorial  Letter,  Medical  Record,  June  8th,  1901. 

*  Pearce,  R.  M.      Modern  Medicine,  edited  by  Osier. 
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term  toxemia  as  defined  by  him  "should  include  only 
those  forms  of  intoxication  due  to  the  products  of 
bacteria."  Later  he  adds,  "In  a  local  infection  the 
organisms  multiply  at  the  point  of  invasion  and 
cause,  through  the  toxic  substances  which  they 
elaborate,  local  tissue  changes.  At  the  same  time, 
these  toxic  substances  pass  into  the  general  circula- 
tion and  produce  certain  constitutional  symptoms; 
this  secondary  condition  is  best  described  by  the  term 
toxemia." 

Toxemia,  as  a  clinical  condition,  has  been  known 
for  a  long  time,  but  only  recognized  as  an  entity  in 
the  last  few  decades.  When  Souplet,^  in  1893,  pub- 
lished his  thesis,  "La  blennorhagie  maladie  gen^rale," 
his  work  was  almost  exclusively  from  a  clinical  stand- 
point and  can  only  be  considered  as  such.  In  this 
work  he  expressed  the  behef  that  many  systemic  dis- 
turbances attributable  to  gonorrhoea,  when  the  gono- 
coccus  could  not  be  demonstrated  extragenitally, 
were  due  to  its  toxins.  In  support  of  his  belief,  he 
claimed  that  such  general  symptoms  as  lumbago, 
anorexia,  anemia,  etc.,  were  present  in  the  majority 
of  gonorrhceal  infections,  but  only  marked  in  the 
more  severe  types.  Trekaki^  brings  evidence  to 
support  this  claim  in  his  examinations  of  fifty  patients 
suffering  from  acute  gonorrhceal  urethritis,  but  other- 
wise healthy.  The  rectal  temperatures  of  two-thirds 
of  these  cases  were  between  38  and  38K°  C.  (100.4°  to 
101.3°  F.)  and  in  a  few  as  high  as  39  to  40°  C.  (102.2 
to  104*'  F.) .  These  temperature  elevations  were  inde- 
pendent of  the  patients'  ages  or  the  intensity  of  the 
infection  and  disappeared  when  their  gonorrhoeas 
improved.     These  observations,   in   addition   to  the 


'  Souplet.  La  blennorhagie  maladie  g^nerale.  Tkise  de  Paris,  1892- 
93,  no.  94. 

'Trekaki.  De  la  fifevre  dans  la  blennorhagie  aigue.  La  Presse  Medi- 
caU.  Dec.  1st,  1894. 
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well-known  leucocytosis  present  in  every  acute  gonor- 
rhoea, can  only  mean  an  intoxication.  We  have 
observed  in  a  number  of  cases  of  acute  gonorrhoea  an 
irritation,  or  congestion,  of  the  kidney  which  could 
only  be  explained  by  the  excretion  of  a  toxin  or  a 
haematogenous  infection. 

It  is  quite  conceivable  how  this  toxemia  by  causing 
lowered  resistance  in  severe  local  infections  can  open 
the  barriers  to  gonococcic  sepsis  and  pyemia.  Vack 
and  Haury^  report  two  cases  of  gonorrhoea!  sepsis, 
the  first  of  which  can  easily  be  explained  by  this 
theory.  The  patient  gave  history  of  involvement 
of  the  right  tarsal  joint  on  the  twelfth  day  of  infec- 
tion; his  temperature  fluctuated  between  38  and 
39°  C.  From  the  twentieth  to  the  forty-second  day 
of  infection  his  temperature  ranged  between  36  and 
40"  C.  Involvement  of  the  joints  of  the  left  hand 
and  foot  followed,  then  dullness  over  the  lower  lobes 
of  the  lungs,  ulcerative  endocarditis  and  finally  death 
supervened  on  the  eighteenth  day  of  the  disease. 
Diplococci  were  found  in  the  blood  current  as  well 
as  in  the  bronchial  secretions.  This  may  be 
interpreted  as  an  instance  where  the  toxemia  was 
severe  in  the  beginning  and  actually  made  possible 
subsequent  septicemia  and  pyemia. 

When  de  Christmas^  published  in  1897  his  experi- 
ments and  deductions  therefrom  on  the  toxins  of  the 
gonococcus,  he  cleared  up  much  that  had  been 
obscure.  Rational  explanations  of  many  clinical 
observations  were  forthcoming,  and  Souplet's  theories 
were  made  facts.  These  experiments  proved  the 
presence  of  a  gonotoxin  in  every  gonorrhoeal  infection. 
They   also   proved   that   this   toxin   was   extremely 

*  Vack  et  Haury.  Les  M^faits  de  la  Blennorhagie,  septicemic  et 
pyoh^mie  gonocoques  raortelles.  Archives  de  MSdicine  et  Pharmacie 
MUitaires,  1907. 

^  J.  de  Christmas.  La  Gonocoque  et  sa  Toxine.  Annates  de  I' 
Institute  Pasteur,  A6ut,  1897. 
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virulent  in  character,  since  an  injection  of  a  small 
quantity  into  rabbits  and  guinea-pigs  resulted  in 
rapid  and  marked  loss  of  body  weight,  even  to 
twenty-five  per  cent  of  the  total.  This  toxin  was 
also  proven  to  be  colloid  or  albuminoid  in  nature, 
since  its  precipitation  by  alcohol  left  the  remaining 
liquid  inert.  As  to  its  more  intimate  character, 
some  observers  believe  it  to  be  an  intracellular  toxin, 
i.e.,  to  yield  a  toxic  substance  only  upon  disintegra- 
tion of  the  bacterial  cell. 

With  this  evidence,  it  is  justifiable  to  believe  that 
there  is  a  certain  amount  of  gonotoxin  formed  and 
absorbed  in  every  case  of  gonorrhoeal  urethritis,  but 
that  general  symptoms  obtain  only  in  those  cases 
where  the  formation  and  absorption  of  the  toxin  is 
in  excess  of  that  amount  which  can  be  disposed  of  by 
the  infected  individual.  It  is  a  case  of  this  type 
which  we  shall  report,  and  we  have  not  observed  its 
parallel  nor  is  there  a  report  of  a  similar  case  in  the 
literature  we  have  searched. 

Mr.  X.  Y.,  age  forty-four,  occupation,  banker. 
Family  and  personal  history  good;  has  had  the  usual 
diseases  of  childhood,  with  perfect  recoveries.  No 
previous  venereal  infection;  has  been  a  moderate 
drinker  of  alcoholics  for  a  number  of  years .  Presented 
in  August,  1909,  with  acute  gonorrhoeal  urethritis; 
incubation  period  of  four  days.  He  was  treated 
eleven  days  in  the  usual  manner,  with  irrigations  of 
potassium  permanganate  and  various  organic  silver 
salts,  without  the  slightest  amelioration  of  symptoms. 
Prostatic  examination  on  the  twelfth  day  of  infec- 
tion showed  distinct  involvement  of  the  gland,  the 
expressed  secretion  containing  gonococci  groups.  The 
prostatitis  did  not  respond  kindly  to  treatment, 
though  his  urinary  urgency,  frequency  and  dysuria 
were  somewhat  relieved  by  hot  rectal  irrigations. 
Temperature  elevation  began  intermittently  on  the 
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twelfth  day  of  treatment,  reaching  100°  F.  evenings. 
This  continued  for  fourteen  days.  At  four  p.  m.  of 
the  thirty-fourth  day  of  treatment,  he  had  a  severe 
chill  immediately  followed  by  fever  of  103°  F.  Under 
alcohol  sponges  and  antipyretics  the  temperature 
fell  to  100°  F.  Nine  hours  later  he  had  another  chill, 
followed  by  fever  to  103.8°  F.  At  no  time  did  the 
temperature  and  pulse  part  company.  General  ex- 
amination showed  normal  chest  contents,  fiat  abdo- 
men with  all  palpable  viscera  normal,  foul  tongue 
and  breath,  profuse  perspiration,  but  no  septic  odor. 
Urinalysis  showed  pronounced  urethritis,  spermato- 
cystitis  and  intense  prostatitis,  with  congestion  of  the 
kidney.  Blood  examination  showed  hemoglobin 
ninety  per  cent,  red  blood  corpuscles  4,600,000  per 
cubic  millimeter,  white  blood  corpuscles  22,480  per 
cubic  millimeter.  Microscopic  examination  of  stained 
specimens  showed  practically  normal  features  of  the 
red  blood  corpuscles,  erythrocytes  predominating, 
while  microcytes,  macrocytes  and  poikilocytes  were 
present  in  small  numbers  only.  Of  the  white  blood 
corpuscles,  the  polymorpho-nuclear  neutrophyles  were 
both  relatively  and  absolutely  increased,  forming 
about  eighty  per  cent  of  all  white  blood  corpuscles. 
The  large  and  small  lymphocytes  were  somewhat 
diminished,  while  eosinophils  were  normal.  No 
bacteria  nor  plasmodia  were  demonstrable.  Local 
examination  showed  free  urethral  discharge;  pros- 
tate large,  but  much  less  hard  and  sensitive  than  at 
the  examination  twenty-four  hours  prior,  and  no 
fluctuation  nor  even  a  suspiciously  softened  area  in 
the  gland  or  its  surrounding  tissues. 

The  temperature  fluctuated  between  99°  F.  and 
101°  F.  until  the  following  day  (the  thirty-fifth  day  of 
treatment),  when  two  more  severe  chills  and  subse- 
quent temperature  elevations  occurred,  the  first  at 
ten  A.  M.  and  the  second  six  hours  later.     At  this 
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stage  all  hopes  for  surgical  relief  were  abandoned, 
since  the  absence  of  a  fluctuating  area,  the  continued 
chills  and  exacerbations  of  temperature  pointed  not  to 
confined  pus  but  to  systemic  absorption  of  a  toxin. 
The  marked  leucocytosis  was  not  interpreted  as  mean- 
ing pus  formation.  Local  and  general  treatment 
were  ^discontinued  and  high  rectal  enemas  adminis- 
tered. One  pint  of  a  six  per  cent  solution  of  magnesii 
sulphat.  at  70°  F.  was  allowed  to  flow  into  the  sigmoid 
and  repeated  every  six  hours.  Within  one  hour  after 
the  first  enema  his  condition  notably  improved,  and 
the  treatment  was  discontinued  after  the  ninth 
enema,  since  his  temperature  had  dropped  to  normal 
(the  thirty-eighth  day  of  treatment).  Four  days 
later  office  treatment  was  begun  for  his  urethritis. 

The  only  sequelae  were  a  temporary  involuntary 
trickling  of  urine  past  the  sphincters,  and  a  spot  of 
anaesthesia  about  two  by  four  inches  on  the  outer  part 
of  his  right  thigh  corresponding  to  the  terminals  of 
the  lower  portion  of  the  external  cutaneous  nerve  of 
the  thigh.  The  former  disappeared  without  treat- 
ment, the  latter  persists  nine  months  after  infection. 
Individual  gonococci  were  present  in  the  prostatic 
secretion  at  the  last  observation. 

The  loss  of  strength  and  body  weight  resulting  from 
this  illness  were  not  commensurate  with  the  duration 
of  the  attack  nor  the  febrile  elevation.  This  would 
tend  to  corroborate  de  Christmas'  observations  on 
the  immediate  and  pronounced  loss  of  weight  in 
rabbits  on  the  day  following  experimental  injections 
of  gonotoxin. 

The  damage  to  the  nervous  system  due  to  gonotoxin 
is  amply  proven  by  many  observations,  and  is  illus- 
trated in  the  case  just  related.  The  absence  of  infec- 
tions of  the  serous  surfaces  as  well  as  subcutaneous 
abscesses,  which  have  been  present  in  most  of  the 
authentic   cases   of   gonococcic   sepsis,    corroborates 
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the  microscopic  findings  as  to  the  absence  of  gono- 
cocci  from  the  blood  stream. 

The  previous  toxemias  which  we  have  observed 
were  always  in  conjunction  with  acute  gonorrhoeal 
prostatitis  and  were  sufficiently  mild  to  respond  to  the 
local  treatment.  The  cases  quoted  in  literature  in 
which  surgical  relief  has  been  attempted  have  been 
attended  by  a  greater  or  less  degree  of  failure.  The 
treatment  used  in  our  case  was  evolved  from  the 
treatment  of  puerpural  sepsis  together  with  the 
investigations  of  Kemp  and  others  on  the  elimina- 
tions of  toxins  by  rectal  irrigation.  The  use  of 
autogenous  vaccines  or  bacterins  was  precluded  by 
the  acuity  and  short  duration  of  the  attack,  and 
stock  vaccines  have  been  so  disappointing  in  previous 
cases  that  their  use  was  not  considered. 

The  action  of  the  treatment  as  outlined  is  three- 
fold: (1)  temporary  reduction  of  fever  by  the  ingestion 
of  a  quantity  of  liquid  30°  F.  below  normal  body 
heat ;  (2)  copious  watery  stools  from  the  osmotic  action 
of  the  hypertonic  saline  solution  with  consequent  free 
elimination  of  the  toxins  through  the  intestinal 
mucous  membrane,  and  (3)  local  decongestion  at  the 
port  of  entry  of  the  materies  morbi. 

The  conceivable  ill-effects  are:  (1)  acute  urinary  sup- 
pression if  nephritis  is  present,  and  (2)  shock,  if  the 
temperature  of  the  enema  is  materially  below  70°  F. 


A     PRELIMINARY     REPORT     OF     BACTERIN 

THERAPY  IN  URETHRAL  AND  PROSTATE 

INFECTIONS 


ERNEST  G.  MARK, 
KANSAS  CITY,  MO. 


In  presenting  this  resume  of  his  work  in  Bacterin 
Therapy  as  applied  to  infections  of  the  urogenital 
tract,  the  author  is  keenly  aware  of  certain  short- 
comings in  technique.  A  review  of  the  literature 
shows  a  wide  variation  in  the  results  of  practically 
all  observers,  and  this  uncertainty  of  action  has 
followed  the  work  of  the  writer.  No  tangible  or 
logical  reason  for  this  variability  has  been  adduced 
and  we  confess,  in  advance,  that  we  have  no  theory 
to  offer.  The  author  hopes  that  as  much  knowledge 
may  be  gained  by  the  failures  as  from  the  successes. 
Certain  it  is  that  the  proportion  of  successes  has 
been  greater  than  the  failures — so  much  so,  that  we 
venture  to  hope  that  improvements  in  technique 
may,  in  the  future,  afford  us  a  well-grounded  and 
definite  therapy. 

About  seventy-five  cases  have  been  observed  by 
us.  Some  of  these  cases  are  not  recorded  in  this 
report,  on  account  of  lack  of  opportunity  for  careful 
observation.  In  all  of  the  recorded  cases,  the  bac- 
terins  have  been  autogenous  ones.  Stock  bacterins 
have  been  used  by  the  author,  but  the  marked 
unreliability  of  such  bacterins  has  led  to  their  aban- 
donment. 
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In  the  use  of  the  autogenous  bacterins  we  have 
found  it  frequently  necessary  to  discard  one  series 
of  bacterins  and  to  prepare  fresh  cultures.  This 
necessity  has  arisen  in  about  33>^  per  cent  of  our 
work.  Extreme  under-dosage  and  absolutely  nega- 
tive results  have  been  the  bases  for  such  action. 

Selection  of  Cases.  Most  of  the  work  done  has 
been  in  infections  of  the  male  urethra  and  adnexa. 
One  case  of  marked  persistent  cystitis  due  to  the 
bacillus  coli  communis  has  been  observed.  In  this 
case,  bacterin  therapy  was  followed  by  a  rapid 
complete  cure,  a  result  entirely  at  variance  with  the 
observations  of  other  writers. 

In  the  selection  of  cases  we  have  considered  that 
the  ordinary  therapeutic  measures  offered  less  hope 
of  cure  in  the  semi-chronic  and  chronic  infections, 
and  it  is  in  this  class  of  infections  that  bacterin 
therapy  has  been  utilized.  In  only  two  cases  were 
the  symptoms  acute  in  character  and  in  both  of  these 
cases  the  results  were  peculiarly  striking  and  success- 
ful. A  brief  report  of  the  cases  treated  by  means 
of  bacterin  therapy  follows: — 

Number  of  cases  observed  accurately,  fifty-seven. 
Of  this  number  forty-nine  had  antero-posterior 
involvement.  In  one  only  was  the  anterior  urethra 
alone  involved,  and  in  four  cases  the  posterior  urethra 
was  the  infected  portion.  The  bladder  alone  was  the 
seat  of  infection  in  one  case  (bacillus  coli  infection) 
and  the  vesicles  in  one.  There  was  one  prostatic 
abscess. 

Of  this  number  of  cases,  forty  have  been  cured 
so  far  as  is  able  to  be  determined  by  all  methods 
of  clinical  investigation,  five  have  been  markedly 
improved,  and  in  twelve  no  result  has  been  noticed. 
The  average  number  of  bacterins  used  is  eleven. 

Culture  Media  and  Planting  of  Culture.  For 
culture  media  we  have  used  hydrocele  agar,  ascitic 
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agar  and  nutrient  agar,  over  the  surface  of  which 
has  been  smeared  a  thin  film  of  sterile  blood  and 
Loeffler's  blood-serum.  The  latter  medium,  has,  in 
our  hands,  proved  by  far  the  most  satisfactory  one. 

In  making  the  plant  of  the  infectious  secretions 
every  precaution  has  been  made  use  of.  In  every 
case  thorough  clinical  diagnosis  has  been  insisted 
upon,  and  the  infectious  material  secured  from  the 
site  of  infection.  In  no  case  has  an  intermediate 
agent  been  used  for  carrying  the  infected  secretion 
other  than  the  platinum  loop.  In  other  words, 
the  transfer  has  been  made  directly  from  the  patient 
to  the  culture  media,  under  rigid  aseptic  precautions. 

If  the  anterior  urethra  alone  was  involved,  which 
seldom  proved  to  be  the  case,  the  material  secured 
by  stripping,  after  thorough  cleansing  of  the  glands 
and  meatus,  was  used  for  planting. 

In  prostatic  and  vesicular  infections,  massage  and 
stripping  were  employed  to  secure  the  material  for 
making  a  plant.  In  all  of  our  later  work,  smears 
have  been  made  for  thorough  microscopical  study. 
In  these  smears  have  been  found  in  order  of  fre- 
quency, (1)  a  bacillus  smaller  than  the  diphtheria 
bacillus  but  staining  in  a  similar  manner,  Gram 
positive  and  grovs'ing  in  extremely  small  colonies 
resembling  gonococcic  colonies;  (2)  staphylococci 
albus  and  aureous,  gonococci,  a  slender  bacillus 
resembling  the  Koch- Weeks  bacillus,  and  staphy- 
lococci of  several  different  species.  In  one  case,  the 
bacillus  capsulatus  mucosa  was  found. 

Preparation  of  Bacterins.  The  bacterins  have  been 
prepared  in  the  usual  manner  by  washing  off  the 
surface  of  the  growth  with  physiological  salt  solution 
and  heating  to  sixty  degrees  C.  for  one  hour.  Each 
dose  of  bacterin  has  been  placed  in  small  test  tubes 
and  the  tubes  sealed  by  heat,  thus  offering  a  sterile 
and   convenient   method   of   keeping   the   bacterins. 
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If  it  were  possible  to  accurately  gauge  the  dosage 
for  each  individual  before  administration,  this 
method  would  be  excellent,  but  unfortunately  there 
has  been  such  a  wide  variation  in  dosage  that  we 
have  abandoned  the  method  as  impractical. 

Dosage.  Determination  of  dosage  has,  in  a  measure, 
depended  upon  the  organism  present,  but  more  upon 
the  individual,  so  that  it  is  impossible  to  fix  any 
standard  for  initial  dosage.  We  have  endeavored 
to  establish  the  minimum  dosage  from  which  charac- 
teristic reaction  is  obtained,  and  utilizing  this  point 
as  a  standard,  progressively  increasing  the  dosage. 

Administration.  The  bacterins  have  been  injected 
subcutaneously,  the  arms  and  abdomen  being  the 
sites  usually  selected  for  injection.  The  intervals 
between  injections  has  depended  upon  reaction, 
varying  from  three  days  to  one  week. 

Results. 

While  our  results  have  not  been  uniformly  good, 
they  have,  however,  been  sufficiently  convincing 
of  the  efficacy  of  bacterin  therapy.  The  failures 
we  feel  must  be  attributed  to  faulty  technique,  but 
wherein  the  fault  lies  we  are  unable  to  state.  The 
large  percentage  of  successes  cannot  be  deemed  acci- 
dental, and  the  procedure  must  be  accorded  a  perma- 
nent place  in  our  therapy.  It  seems  beyond  question 
that  bacterin  therapy  is  the  most  valuable  adjunct 
that  modern  science  has  contributed  to  the  treatment 
of  diseases  of  the  urogenital  tract. 

Based  upon  our  own  work  and  observation  of  the 
work  of  other  investigators,  we  have  come  to  the  fol- 
lowing conclusions  as  to  the  necessary  technique : — 

1st,  Autogenous  bacterins  should  be  used  where 
possible.  On  account  of  the  great  uncertainty  of 
culturing  the  gonococcus,  it  will  suffice  to  use  a  stock 
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culture  prepared  from  a  reliable  strain.  In  using 
a  stock  culture,  frequent  replants  should  be  made. 
Occasional  examinations  should  be  made  to  determine 
if  the  organism  is  still  Gram  negative.  If  not  Gram 
negative  the  cultures  should  be  rejected. 

2d,  In  all  mixed  infections,  the  different  organisms 
should  be  isolated  and  replanted  in  flasks,  affording  a 
wide  surface  for  growth.  From  these  segregated 
colonies,  the  bacterins  should  be  prepared  in  the 
usual  manner  with  physiological  salt  solution. 

3d,  The  bacterins  should  now  be  rendered  sterile 
by  heat.  The  degree  of  heat  used  and  the  duration 
of  heating  should  depend  upon  the  organism  being 
worked  with. 

4th,  The  sealed  tube  containing  the  bacterin 
should  now  be  shaken  thoroughly  for  one  hour,  in 
order  to  thoroughly  break  up  the  clumps  of  bacteria. 
We  consider  prolonged  shaking  as  suggested  by  some 
investigators,  to  be  unnecessary. 

5th,  The  bacterin  should  be  standardized  care- 
fully and  preserved  in  one  per  cent  Lysol  solution 
in  a  rubber-capped  bottle. 

6th,  The  bacterin  should  not  be  used  until  it 
has  been  demonstrated  by  replanting  from  the  mother 
emulsion  that  all  of  the  organisms  have  been  killed. 

7th,  Where  a  mixed  infection  is  present  we  have 
found  it  perfectly  satisfactory  to  mix  the  bacterins 
making  a  mixed  bacterin. 

I  sincerely  hope  that  in  the  discussion  of  this 
paper  many  practical  suggestions  may  be  advanced 
by  those  who  have  been  working  along  similar 
lines,  the  application  of  which  may  serve  to  clear 
up  the  haziness  which  now  surrounds  bacterin 
therapy. 
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In  all  the  instances  in  the  author's  work  in  bacterin 
therapy,  the  bacterins  have  been  prepared  by  Dr. 
Frank  J.  Hall,  to  whom  the  author  wishes  to  express 
himself  as  being  greatly  indebted  for  many  valuable 
suggestions  in  the  preparation  of  this  paper. 


DISCUSSION 

OF    PAPERS   OF   DRS.   TOWNSEND   AND   MARK. 

Dr.  Eugene  Fuller  of  New  York:  I  might  say  a  few  words 
about  this  question  of  toxines  in  gonorrhoea.  I  read  a  paper 
last  year  before  numerous  pathologists  where  I  expected  to  be 
called  down  very  hard,  but  found  that  I  was  not  called  down 
at  all ;  in  fact,  I  found  that  they  took  even  a  more  advanced 
view  than  I  did.  The  heading  of  the  paper  was,  "Is  the 
Demonstration  of  the  Gonococcus  as  Simple  a  Matter  as 
Commonly  Supposed?"  I  said  that  in  searching  for  the  gono- 
coccus there  was  not  a  second-year  medical  student  in  any 
college  in  the  United  States  but  felt  sure  of  his  ability  to 
make  a  correct  diagnosis,  but  if  you  sent  this  same  specimen 
to  a  high-class  bacteriological  laboratory  they  would  be 
very  apt  to  send  back  the  report  that  diplococci  were  found 
showing  the  characteristics  of  the  gonococcus ;  in  other  words, 
hedging  on  the  matter.  I  said  that  we  are  always  being 
called  upon  by  careftd  individuals  who  have  had  a  chronic 
discharge,  to  settle  the  question  of  matrimony.  If  you 
examine  these  old  discharges  carefully  enough  you  can  find 
diplococci — whether  they  are  streptococci,  gonococci,  or 
something  else,  you  cannot  say — and  if  you  want  to  hedge 
and  be  on  the  safe  side  you  will  naturally  tell  that  man  not 
to  get  married.  But  that  is  not  what  we  are  supposed  to  do. 
We  are  supposed  to  give  him  a  straight  opinion.  He  wants 
to  know  positively  whether  he  can  be  married  or  not.  Many 
times  in  these  cases  I  have  felt  that  I  had  to  decide  from 
the  clinical  evidence  and  from  the  man's  history  whether  he 
was  contagious  or  not.  In  this  paper  I  stated  that  the 
Gram  stain  was  somewhat  unsatisfactory.  The  finding  of 
diplococci  in  the  pus  cells  is  unsatisfactory,  because  the  func- 
tion of  pus  cells,  as  Metschnikoff  has  shown,  is  to  devour 
germs,  and  I  do  not  see  why  we  could  not  find  any  germs  in  a 
pus  cell.  I  said  I  thought  all  of  these  cases  ought  to  be  sub- 
mitted to  cultural  tests.     I  was  surprised  when  Dr.  Heitz- 


31 

man  got  up  and  said  that  that  was  one  of  the  most  vexing 
questions  in  pathology.  He  would  not  say  that  ctilttu^s 
w^ould  decide  the  question.  In  fact,  he  did  not  know  what 
wovdd  decide  it.  Several  other  pathologists  also  spoke  along 
the  same  lines,  which  made  me  think  that  perhaps  it  was  a 
good  thing  to  have  brought  up  the  question. 

Coming  to  these  cases  of  toxemia,  of  gonorrhcEal  rheuma- 
tism, which  I  have  done  a  great  deal  of  work  upon,  it  seems 
to  me  that  the  name  gonorrhoeal  rheumatism  is  a  good  deal 
of  a  misnomer.  I  have  had  one  case  in  which  the  symptoms 
were  typical  of  gonorrhoeal  rhetimatism  and  in  which  there 
was  chronic  disease  of  the  seminal  vesicles,  due  to  colon 
bacillus  infection,  in  a  man  that  I  am  very  positive  never  had 
had  intercourse  in  his  Ufe.  I  have  been  able  to  follow  him 
for  years,  I  know  his  history,  and  I  am  very  positive  he  never 
had  gonorrhoea.  Still  he  had  chronic  joint  symptoms  and 
was  greatly  relieved  by  opening  his  seminal  vesicles  and  drain- 
ing them.  It  seems  to  me  there  is  another  element  besides 
the  gonococcus  in  some  of  those  old  absorptive  cases,  and 
that  is  one  reason  why  I  think,  as  Dr.  Mark  has  just  said, 
this  question  is  somewhat  misty. 

With  the  bacterins  you  seem  to  get  pretty  good  results  in 
certain  cases,  and  in  certain  cases  you  do  not.  I  think  there 
has  got  to  be  a  great  deal  more  work  done  to  find  out  just 
what  r61e  the  gonococcus  does  play,  whether  it  is  in  com- 
bination with  some  other  germ,  and  when  that  has  been 
worked  out  we  will  know  more  about  the  restilts  of  bacterin 
treatment. 

Dr.  J.  Block  of  Kansas  City,  Mo. :  I  was  very  much  pleased 
with  the  resum^  of  the  cases  of  my  friend  Dr.  Mark.  It  cer- 
tainly is  very  much  to  his  credit  to  go  into  this  thing  with 
the  pains  and  the  attention  to  detail  that  he  has.  Of  course, 
there  is  another  side  to  the  story,  and  I  think  Dr.  Mark 
deserves  credit  for  the  fairness  with  which  he  has  discussed 
the  subject.  He  has  had  a  considerable  number  of  suc- 
cesses, I  take  it  about  two- thirds,  which,  while  not  making 
the  method  specific,  at  least  leads  us  to  hope  that  it  may 
eventvially  become  specific.  I  have  not  gone  into  the  sub- 
ject as  thorovighly  as  he  has,  but  I  have  had  some  disappoint- 
ments,— not  only  personal  disappointments,  but  I  have  had 
men  come  to  me  who  were  supposed  to  have  been  cured, 
that  is,  the  discharge  and  the  various  macroscopic  evidences 
of  the  disease  had  disappeared,  and  they  had  been  given  a 
clean  bill  of  health  by  their  pre\'ious  attendants,  the  latter 
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in  several  cases  men  of  considerable  distinction,  where  the 
disease  returned  without  seeming  provocation.  I  have  not 
had  many  of  those  cases,  but  they  had  been  reported  by  others 
as  successes  for  the  reason  that  they  had  not  been  long 
enough  under  observation.  I  must  take  the  ground  that 
this  is  going  to  be  the  method  of  the  future,  and  that  the 
shadows  are  being  cast  of  the  things  that  are  to  come.  It  is 
one  of  the  misfortunes  of  surgery  that  we  are  still  engaged 
in  a  makeshift.  Our  distinguished  President,  Dr.  Fuller, 
has  undertaken  to  incise  and  drain  the  seminal  vesicles,  after 
having  supposed  that  he  accomplished  the  same  thing  by 
stripping,  of  which  he  is  the  author,  and  still  it  proved  to 
be  not  what  he  supposed.  A  greater  experience  has  led  him 
to  believe  that  we  have  to  resort  to  radical  surgery  to  get 
rid  of  this  disease.  The  time  is  not  far  distant  when  the 
field  of  the  surgeon  is  going  to  become  contracted,  and  very 
fortunately  for  humanity.  We  are  going  to  get  rid  of  our 
specific  infections  and  neoplasms,  no  matter  where  they  are, 
without  the  knife.  Dr.  Mark  acknowledges  that  there  is 
a  certain  amount  of  uncertainty  about  this,  which  neither 
the  pathologists,  the  bacteriologists  nor  the  genito-urinary 
surgeons  have  been  able  to  dispel.  For  my  own  part,  I  have 
tried  it  on  the  so-called  cases  of  gonorrhceal  rheumatism.  I 
have  seen  women  and  men  with  something  resembling  chronic 
gonorrhoeal  rheumatism  where  there  was  no  history  of 
specific  infection,  and  yet  I  believe  they  were  cases  of  gonor- 
rhoeal infection.  I  have  had  failures,  and  yet  the  bacterins 
were  prepared  by  competent  bacteriologists.  I  believe  if  we 
wotild  all  do  this  work  honestly  and  keep  the  patients  under 
observation  as  long  as  we  do  when  we  use  chemical  and 
mechanical  remedies  we  would  finally  succeed  in  discovering 
the  real  value  of  this  form  of  therapy. 

Dr.  Arthur  L.  Chute  of  Boston:  I  should  like  to  ask  Dr. 
Mark  if  other  methods  of  treatment  were  used  in  conjunction 
with  the  vaccines  in  the  treatment  of  his  cures.  There  seems 
to  be  a  tremendous  difference  of  opinion  regarding  this  ques- 
tion of  the  value  of  vaccines.  If  other  methods  of  treatment 
were  used,  may  we  not  assume  that  the  two-thirds  of  the 
cases  that  did  well  would  have  done  well  anyway?  I  am 
not  enough  of  a  bacteriologist  to  do  my  own  work  in  prepar- 
ing the  vaccines,  but  I  have  had  them  made  for  me  and  have 
used  them  faithfully,  but  their  use  has  been  an  absolute  fail- 
ure every  time  in  my  hands.     I  wonder  how  much  in  these 
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cases  that  have  been  reported  the  recog^zed  methods  of 
treatment  have  had  to  do  with  the  results?  I  cannot  help 
thinking  that  this  element  has  been  a  pretty  important  one. 

Dr.  a.  L.  Wolb ARST  of  New  York :  I  have  had,  as  most  men 
have,  some  experience  with  the  bacterin  treatment  of  gonor- 
rhoea. I  find  that  in  the  treatment  of  tirethritis  and  prosta- 
titis the  bacterins  do  not  appear  to  be  very  successftd. 
But  one  case  of  gonorrhceal  arthritis  that  I  have  seen  within 
the  past  few  weeks  has  been  very  striking.  It  was  a  case  sent 
to  me  by  a  colleague,  the  patient  having  a  stiflE  knee.  The 
knee  had  a  range  of  motion  of  perhaps  ten  per  cent.  It  was 
about  an  inch  and  a  half  larger  in  circumference  than  the 
normal.  There  was  some  fever,  and  great  tenderness  and 
pain.  Within  a  period  of  six  days  I  gave  him  three  infec- 
tions (20,000,000  each)  of  the  Neisser  bacterin  made  by  Mul- 
ford,  and  strange  to  say,  the  knee  resolved  itself,  the  pain 
and  fever  disappeared,  and  it  became  practically  normal, 
both  as  to  motion  and  as  to  size,  within  those  six  days.  I  do 
not  want  to  record  it  as  a  miracle,  but  it  really  appeared  that 
way.  In  four  or  five  recent  cases  I  have  been  entirely  suc- 
cessful. I  think  that  in  most  cases  of  gonorrhceal  arthritis 
the  bacterins  are  positively  useful;  in  some  cases  they  have 
no  value  whatever. 

Dr.  Hugh  Cabot  of  Boston:  I  think  we  ought  to  be  very 
g^teful  to  Dr.  Mark  for  this  paper,  because  it  is  on  a  sub- 
ject of  such  great  obscurity  that  we  must  all  be  troubled  by  it. 
I  think  it  is  the  kind  of  a  paper  we  should  encourage.  It  is 
only  in  this  way  that  we  are  going  to  be  able  to  reach  definite 
conclusions,  and  the  more  evidence  on  the  subject  we  have 
the  better. 

Certain  things  stand  out  clearly.  Chie  is,  the  great  varia- 
bility of  the  results,  which  is  apparently  due  to  the  great 
variability  of  the  two  important  factors,  the  organism  and 
the  resisting  power  of  the  patient.  Furthermore,  it  seems 
to  me  clear  that  the  relationship  between  the  clinician  and 
the  bacteriologist  in  these  cases  must  be  very  close;  that 
both  of  them  must  be  thoroughly  familiar  with  the  work  of 
the  other.  The  detached  work  of  the  laboratory  to  which 
material  is  sent  is  practically  worthless.  Unless  the  co-opera- 
tion can  be  very  close  we  shall  get  nowhere.  Ftirther,  it  is 
perfectly  clear  that  the  gonococcus  is  not  only  a  very  variable 
organism  in  itself,  but  lays  the  fotmdation  for  other  infections 
which  take  up  the  work  and  carry  it  along.     For  instance, 
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you  see  strains  of  gonococci  extraordinarily  different  in  the 
resiilts  which  they  will  produce  and  in  cultural  and  staining 
peculiarities,  in  fact  so  much  so  as  to  give  rise  to  the  ques- 
tion whether  or  not  they  are  gonococci.  I  remember  one 
very  striking  case,  which  had  dragged  on  for  many  years, 
had  been  in  the  hands  of  many  observers,  and  finally  came 
for  the  verdict  which  Dr.  Ftiller  has  referred  to,  as  to  whether 
or  not  he  was  well.  A  pure  culture  of  a  peculiarly  appear- 
ing diplococcus  was  obtained  from  the  vesicles,  and  for 
months  the  pathologists  quarreled  as  to  whether  or  not  it 
was  a  gonococcus,  but  treatment  with  bacterins  prepared 
from  that  organism  produced  a  cure  which  has  now  lasted 
for  four  years,  and  which  I  believe  may  be  regarded  as  perma- 
nent. Previous  work  with  stock  bacterins  had  been  totally 
negative,  and  months  of  treatment  had  failed  of  permanency. 

But  beyond  the  use  of  the  specific  bacterins  from  the 
gonococcus  in  the  particular  individual  is  the  work  on  the 
organisms  which  follow  or  are  implanted  upon  the  damaged 
tissues.  I  believe  that  many  of  these  cases  of  so-called 
gonorrhoeal  rhetmiatism  are,  as  Dr.  Fuller  has  indicated,  in 
fact  not  gonorrhoeal  at  all.  They  are  very  closely  allied  to 
the  cases  which  the  orthopedic  men  are  treating  for  chronic 
arthritis.  Many  of  them  are  due  to  varieties  of  the  colon 
bacillus,  which,  of  course,  is  a  common  secondary  organism 
in  these  cases;  and  failure  of  the  gonococcus  bacterin  to  pro- 
duce results  should  always  be  followed  by  an  attempt  to 
isolate  some  other  organism  which  may,  in  fact,  be  the  active 
agent. 

Those,  I  think,  are  the  lines  along  which  work  must  con- 
tinue, and  the  mere  fact  that  we  have  failed  does  not  seem 
necessarily  to  point  out  that  we  are  on  the  wrong  track. 
That  there  is  something  to  be  attained,  some  future  to  this 
work,  I  am  thoroughly  convinced. 

Dr.CharlesE.  Barnett  of  Fort  Wayne, Ind. :  I  have  been 
very  much  interested  in  both  Dr.  Townsend's  and  Dr.  Mark's 
papers,  especially  in  Dr.  Mark's,  because  I  am  enthusiastic 
on  the  question  of  autogenous  bacterins.  Therefore,  pos- 
sibly you  had  better  take  what  I  say  with  a  little  salt.  I 
think,  however,  that  I  am  not  overestimating  their  value. 
The  restdts  that  I  have  had  since  the  first  of  the  year  will 
go  beyond  two-thirds  of  the  cases  in  showing  seeming  recov- 
ery. The  bacterins  have  been  of  benefit  to  some  twenty- 
five  patients.  These  patients  were  all  private  patients,  I  am 
positively  sure  that  the  vaccines  will  control  the  infection — 
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that  is,  I  am  positively  sure  that  it  has  controlled  the  infec- 
tion in  every  case  up  to  date. 

In  the  preparation  of  the  autogenous  bacterins  possibly 
an  addition  by  me  to  the  method  used  by  Dr.  Mark  may  help 
towards  giving  you  greater  scope  in  the  preparation.  I  use 
all  of  the  massage  fluid — and  most  of  my  male  cases  have 
been  cases  of  vesicular  and  prostatic  infection.  Frequently 
we  do  not  make  any  cultiire  whatever,  merely  making  an 
emulsion  of  the  whole  massage  fliiid  in  a  strength  of  probably 
five  hundred  million  to  the  c.c.  In  that  you  get  not  only  the 
gonococcus  but  also  any  other  organism  that  may  be  present. 
Not  only  that,  you  get  the  pus  cells  with  the  antibodies, 
opsonins,  etc.,  which  they  contain.  Whatever  work  has 
been  done  by  the  body  towards  immunization  is  given  back 
to  you  in  the  bacterin. 

Dr.  Mark  speaks  of  using  nothing  but  agar  in  his  culture. 
We  have  used  no  agar,  except  a  little  agar  on  blood  serum, 
but  have  used  blood  serum  principally  as  our  culture  mediima. 
Possibly  blood  agar,  ascitic  agar  or  hydrocele  agar  would  be 
better. 

I  have  made  bacterins  from  cases  of  pus  tubes  in  the 
female  and  uterine  infections  and  lesions  of  that  kind  in  the 
female.  The  post-operative  results  in  pus  tube  cases  in 
the  female  are  much  more  satisfactory  to  me  today  with  the 
bacterins  than  they  were  years  ago  without  them.  In  my 
paper  this  afternoon  I  will  report  a  case  of  tubal  infection 
which  cleared  up  without  operation.  It  is  possible  that  I 
am  now  getting  all  the  good  ripe  fruit  and  that  after  a  while 
I  will  get  some  of  the  wormy  ones,  some  of  the  greener  kind. 
But  everything  has  been  lovely  up  to  the  present  time.  I 
have  treated  some  twenty-five  cases,  about  a  third  as  many 
as  Dr.  Mark  has  taken  care  of.  I  have  a  report  with  me 
which  tabulates  each  infection  and  the  result.  I  positively 
believe  that  there  is  a  great  deal  in  autogenous  bacterins  in 
gonorrhoea.  We  have  used  the  bacterins  for  other  septic 
processes,  and  the  results  have  been  practically  perfect. 
Sometimes  we  cotild  not  get  the  gonococcus  to  grow  to  make 
the  bacterins  from,  but  I  believe  if  you  will  take  the  pus 
that  you  get  from  the  case  and  make  your  autogenous 
bacterin  from  that,  or  if  you  will  take  it  and  put  it  on  yoiu: 
culture  medium  all  together — they  seem  to  mtiltiply  over 
night  in  the  pus,  at  least  you  get  twice  as  many  in  your  count 
the  next  day — if  you  will  take  that  and  make  your  bacterins 
from  that,  I  verily  believe  that  you  will  get  results  in  the 
majority  of  cases. 
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The  preceding  cases  have  received  autogenous  bacterins 
covering  a  period  since  last  Janiiary: — 

The  majority  of  cases  were  male  cases;  in  fact  the  first 
were  all  males,  but  from  the  hypothesis  that  "food  for  the 
gander  is  food  for  the  goose,"  autogenous,  non-cultural 
bacterins  were  given,  with  seeming  marked  benefit  in  the 
following  female  cases: — 

(a)  Post-operative,  to  acute  pus  tube.  Convalescence 
more  rapid  than  usual. 

(b)  Post-operative,  to  chronic  (eighteen-year-old)  pus 
tube. 

(c)  Extirpation  of  bilateral  retention  pus  cysts  of  Bar- 
tholin glands. 

(d)  A  case  of  left  kidney  and  bladder  infection. 

(e)  Non-operative  (year  old)  chronic  right  pus  tube,  in- 
fected uterus  and  bladder.  The  last  bacteriologic  examina- 
tion in  this  case  (May  13,  1910)  found  the  pus  free  from 
infection. 

I  believe  that  with  autogenous  bacterins  as  an  adjuvant, 
the  genito-urinary  surgeon  today  has  his  best  chance  for  a 
"clean  up"  of  the  deeper  Neisser  coccus  infections. 

Dr.  D.  J.  Hayes  of  Milwavikee,  Wis.:  Dr.  Mark  in  his 
paper  did  not  state  the  age  of  the  prostatitis  in  which  he 
tried  the  bacterins.  I  would  like  to  have  Dr.  Mark 
give  his  experience  in  those  old  cases  of  relapsing  prostatitis 
of  ten  to  fifteen  years'  standing. 

Dr.  Walter  B.  Brouner  of  New  York:  I  have  listened 
with  great  pleasure  to  Dr.  Townsend's  valuable  paper,  and  I 
think  he  is  to  be  congrattilated  on  having  reported  so  inter- 
esting a  case,  such  cases  being  rare  in  the  literature. 

In  regard  to  Dr.  Mark's  paper,  I  am  afraid  we  are  going 
to  get  a  wrong  impression  about  this  vaccine  therapy.  I 
think  there  is  too  much  loose  so-called  laboratory  work  being 
done.  Nowadays,  for  instance,  almost  everybody  is  doing 
the  Wasserman  reaction,  and  we  get  all  sorts  of  reports  from 
that  reaction,  whereas  it  is  one  of  the  most  difficiilt  things 
known  to  laboratory  science.  It  is  the  same  way  with  these 
bacterins.  I  think  the  impression  is  that  we  can  all  do  it. 
My  impression  is  that  very  few  of  us  will  be  able  to  do  this 
work;  in  other  words,  we  shall  have  to  depend  upon  men 
who  are  experts  in  preparing  the  stock  materials  for  this 
work.     I  think  it  is  a  mistake  for  us  to  attempt  ourselves  to 
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make  these  bacterins.  After  I  left  the  hospital  I  worked  for 
six  months  in  the  laboratory  with  Professor  Pruden,  and  I 
became  convinced  of  the  fact  that  it  was  a  very  minute  and 
scientific  procedtire  to  prepare  these  things  without  any  possi- 
bility of  error  creeping  in.  I  believe  this  form  of  treatment 
has  a  future  to  it.  I  believe  that  the  mistakes  which  are 
made  are  due  to  the  fact  that  there  are  errors  in  the  prepara- 
tion, and  I  further  believe  that  the  field  should  be  restricted 
to  those  men  who  are  working  only  in  that  Une,  men  who 
are  bacteriologists  and  pathologists.  They  shotdd  be  our 
mainstay.  To  them  we  shotdd  leave  the  preparation  of  all 
otir  material,  and  from  them  we  should  get  the  material 
which  we  use.  If  we  do  that  I  think  we  are  going  to  have 
better  restdts.  I  think  that  the  differences  in  our  results 
are  due  to  faults  in  preparation. 

Dr.  Porter:  For  the  past  two  years  I  have  been  using  the 
bacterins,  using  the  stock  and  the  massage  discharge,  and  I 
agree  with  Dr.  Brouner  that  all  precautions  should  be  taken 
in  getting  the  vaccine  properly  made.  I  have  had  some 
most  excellent  results  from  this  treatment,  and  I  do  not 
think  it  will  be  very  long  before  we  shall  be  able  to  cure  these 
cases  of  chronic  gonorrhoea. 

Dr.  Mark  in  closing :  In  answer  to  Dr.  Chute's  question 
as  to  whether  the  ordinary  methods  of  treatment  were  used,  I 
will  say  that  my  first  experience  with  the  bacterins  was  in 
some  cases  where  I  had  literally  thrown  up  my  hands  follow- 
ing the  use  of  all  ordinary  methods  of  treatment.  These 
cases  responded  to  the  bacterin  treatment.  That  is  what 
led  me  into  this  work.  In  two  of  the  cases  the  condition 
was  absolutely  acute,  a  condition  in  which  the  bacterin  is 
not  ordinarily  advised.  One  man  had  a  posterior  urethritis 
of  such  severity  that  he  had  been  in  the  hospital  for  two 
weeks.  In  this  case  absolutely  no  local  treatment  was  used. 
He  cleared  up  absolutely.  One  of  the  most  striking  cases 
that  I  had  was  a  man  who  had  an  acute  infection  and  started 
to  develop  a  periurethral  abscess.  The  vaccines  stopped  that 
absolutely  at  the  point  of  infiltration.  There  was  no  break- 
ing down  at  all.  That  was  six  months  ago,  and  that  man 
has  not  a  shred  in  his  urine  at  this  time.  There  was  one  case 
in  which  there  was  a  prostatic  infection  that  I  had  treated  at 
intervals  over  a  period  of  about  eight  years.  This  case 
cleared  up  under  the  vaccines.     There  were  no  cases  that 
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gave  a  history  of   ten  or  fifteen  years'  duration,  most  of 
them  extending  back  five,  six  or  eight  years. 

I  think  that  Dr.  Cabot  and  Dr.  Porter  have  struck  the  key 
note  in  bacterin  therapy.  The  gonococcus  is  by  no  means 
the  only  infecting  or  damaging  agent.  We  have  got  to  con- 
sider the  element  of  mixed  infection.  The  element  of  mixed 
infection  is  the  greatest  element  with  which  we  have  to  con- 
tend. For  that  reason  we  should  work  absolutely  hand  in 
hand  with  a  thoroughly  competent  pathologist.  It  is  abso- 
lutely absurd  for  any  man  working  in  urology  to  expect  to 
take  up  by  himself  such  bacteriologic  work  as  is  required  in 
bacterin  therapy.  He  must  work  hand  in  hand  with  a 
thoroughly  competent  pathologist.  Not  only  that,  but  the 
pathologist  should  see  the  clinical  side  of  the  picture,  just  as 
the  clinician  should  see  the  pathological  side. 


URETHRAL  HEMORRHAGES. 


A.  RAVOGLI, 

CINCINNATI,  OHIO. 


Several  cases  of  hemorrhages  from  the  urethra, 
■which  occurred  in  my  practice,  have  prompted  me 
in  the  selection  of  this  theme.  All  these  cases  of 
hemorrhages  from  the  urethra  have  to  be  referred 
to  the  class  of  traumatisms  which  in  practice  are  the 
most  common.  They  have  been  produced  mostly 
by  the  use  of  instruments  in  relieving  organic  stric- 
tures. In  none  of  these  cases  has  extravasation 
of  blood  under  the  skin  of  the  penis  occurred,  which  is 
usually  found  in  cases  of  traumatic  rupture  of  the 
urethra,  as  in  the  case  reported  by  Seifert.^  The 
distressing  symptom  in  our  cases  was  the  flowing 
of  blood  from  the  urethra  in  an  alarming  quantity, 
after  the  slightest  and  most  gently  directed  applica- 
tion. Neither  one  of  our  patients  belonged  to  hema- 
tophilic  families  as  in  the  case  of  Wrede,^  where  a 
hemorrhage  followed  a  slight  dilatation  of  the  urethra. 

It  is  clear  that  any  injury  to  the  penis  causing 
rupture  of  the  urethra  will  cause  a  hemorrhage.  It 
is  my  purpose  to  point  out  cases  of  very  severe  hemor- 
rhages from  the  urethra  following  the  slightest  and 
the  most  gentle  manoeuver  to  treat  strictures  of 
the  urethra.     Hemorrhages,  as  Friedlaender'  said,  can 


*  Seifert.  "Seltene  Ursache  von  Blutungen  aus  der  Urethra."  Arch.  f. 
Derm,  und  Syph.      Bd.  97,  1909,  p.  19. 

2  Wrede.     Berlin  Klin.  Wochenschr.  49,  1908. 

'  Friedlaender,  Martin.  "Die  Krankheiten  der  mannlichen  Hamorgane." 
Berlin,  1900,  p.  114. 
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be  avoided  by  the  careful  use  of  instruments,  but 
in  some  cases  they  cannot  be  prevented.  When  the 
mucosa  of  the  urethra  or  of  the  bladder  is  thick  and 
inflamed,  according  to  Zuckerland/  it  is  much  more 
vulnerable,  and  any  instrumental  exploration  may 
cause  hemorrhage.  In  case  a  soft  and  succulent 
granulation  tissue  has  been  formed,  the  introduction 
of  a  sound  in  the  gentlest  way  is  liable  to  produce 
hemorrhage.  Indeed,  the  appearance  of  a  few  drops 
of  blood  after  the  introduction  of  a  soimd  may 
easily  result,  but  this  is  of  no  significance,  as  the 
blood  stops  by  the  contraction  of  the  urethra  on  itself 
after  withdrawing  the  instrument.  In  some  cases, 
however,  the  hemorrhage  is  so  severe  as  to  frighten 
the  patient  as  well  as  the  physician. 

When  the  hemorrhage  comes  from  the  urethra 
in  the  pars  pendtila,  a  well-applied  compression  with 
a  bandage  aroimd  the  penis  will  soon  stop  the  bleed- 
ing. When  the  hemorrhage  has  its  origin  from  the 
posterior  urethra,  usually  in  the  biilbar  region,  then 
it  is  not  easy  to  master  the  bleeding  except  by  digital 
compression. 

In  our  practice  we  had  persistent  hemorrhage  after 
the  dilatation  performed  with  Kollmann's  dilator 
for  the  posterior  urethra.  J.  N.,  a  strong  young  man, 
was  troubled  with  a  stricture  in  the  pars  membranosa. 
A  No.  12  American  steel  sound  could  be  introduced 
without  difficulty,  yet  the  stream  of  the  urine  was 
distorted  or  divided,  and  drops  of  retarded  urine 
caused  discomfort  and  a  dribbling  sensation.  The 
Kollmann  dilator  was  applied  -without  cocaine  instil- 
lation, in  order  that  the  sensitiveness  of  the  patient 
might  serve  as  a  guide.  The  dilator  was  opened  to 
No.  30,  when  the  patient  complained  of  a  kind  of 
burning  feeling.     The  instrument  was  held  for  two 

*  Zuckerkandl,  O.       Handbuch  der  Urologie.      Bd.  I,  p.  750. 
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minutes,  then  closed  and  removed,  when  it  showed 
some  blood  on  the  rubber  cover.  The  patient  did  not 
complain  of  any  pain,  and  the  urethra  was  irrigated 
with  1  to  5,000  solution  of  permanganate.  After  the 
solution  was  expelled  some  pieces  of  clotted  blood 
came  out,  and  whenever  the  patient  urinated  he  ex- 
pelled a  large  quantity  of  blood,  although  suffering 
no  pain.  The  patient  was  kept  in  bed  with  ice  bag 
on  the  perineum,  whereupon  the  hemorrhages  stopped 
and  the  urine  returned  free  from  blood. 

In  another  case  V.  A.,  an  Italian,  had  an  organic 
stricture  affecting  the  bulbar  region.  The  patient 
could  not  pass  urine,  which  was  coming  drop  by  drop. 
No  catheter  or  bougie  could  pass  the  stricture, 
and  a  filiform  elastic  catheter  was  tried  without  suc- 
cess. As  the  patient  was  requesting  to  be  relieved,  a 
thin  silver  catheter.  No.  8  Charrifere,  was  successfully 
introduced,  relieving  him  from  a  large  quantity 
of  urine.  A  few  days  later  he  came  back  much 
relieved.  A  No.  8  metallic  sound  was  introduced . 
through  the  stricture  into  the  bladder  without  much 
difficulty,  but  a  few  drops  of  blood  followed  the 
removal  of  the  sound.  The  urethra  was  then  irri- 
gated, and  after  irrigation  the  blood  began  to  come 
out  in  a  full  stream.  The  application  of  the  finger 
on  the  perineum  stopped  the  hemorrhage,  and  the 
compression  was  continued  until  the  bleeding  stopped. 
A  week  later  we  could  introduce  steel  sounds,  increas- 
ing the  size  without  causing  any  more  bleeding.  The 
patient  was  much  better  and  was  discharged. 

Mr.  J.  S.  for  many  years  had  suffered  with  a  stric- 
ture above  the  bulb.  He  had  been  treated  by  many 
local  physicians  without  any  satisfactory  result. 
Every  time  that  a  sound  or  a  catheter  was  introduced 
bleeding  followed.  The  patient  was  badly  worn  out, 
he  was  passing  urine  nearly  by  drops,  and  urination 
was  very  frequent.     His  sleep  was  very  much  troubled 
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by  the  necessity  of  getting  up  every  half  hour.  The 
prostate  was  nonnal,  the  urine  neutral,  showing 
abundant  shreds.  In  the  examination  a  No.  8 
metallic  sound  was  introduced,  which  went  through 
the  stricture.  This  unexpected  success  encouraged 
me  in  employing  electrolysis,  and  during  the  night 
after  its  use  the  patient  found  it  difficult  to  expell  the 
urine.  A  doctor  was  called,  who  catheterized  him. 
On  the  following  day  he  was  losing  blood  in  an  alarm- 
ing way,  while  for  several  hours  he  had  not  passed 
urine.  Another  tiny  catheter  was  inserted,  but  failed 
to  go  into  the  bladder.  Hemorrhage  followed  in  a 
terrific  way.  The  digital  compression  would  stop  the 
hemorrhage,  but  as  soon  as  the  compression  ceased 
the  blood  was  streaming.  In  this  case  the  patient 
was  placed  under  general  anaesthesia.  A  staff  was 
inserted  as  far  as  it  could  go,  the  perineum  was  opened 
longitudinally,  and  then  the  urethra  was  opened  and 
a  groove  director  inserted  through  the  stricture.  A 
large  incision  gave  opportunity  to  push  the  finger 
into  the  bladder  as  in  lithotomy.  A  large  short 
catheter  was  left  in  the  bladder  and  the  wound  was 
tightly  packed.  No  more  blood  appeared,  the  wound 
healing  up  in  three  weeks,  and  the  patient  has  since 
passed  his  urine  in  the  normal  way. 

Another  case  was  of  a  young  man  with  hypospadias 
of  first  degree,  who  had  stricture  of  the  bulbar  region. 
His  physician  had  passed  sounds  and  since  then 
blood  had  begun  to  come  from  the  urethra  by 
drops.  With  irrigations  and  instillations  of  mild 
solutions  of  nitrate  of  silver  no  benefit  was  obtained. 
The  urethroscope  was  introduced  and  it  showed 
that  the  mucous  membrane  of  the  posterior  urethra 
was  covered  with  red,  thick,  succulent  granulations 
from  which  the  blood  was  oozing.  A  six  per  cent 
solution  of  nitrate  of  silver  was  used,  with  a  cotton 
tampon,  and  the  surface  was  touched  every  other 
day.    The  blood  stopped  and  also  the  discharge. 
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In  all  these  cases  to  which  we  have  referred  the 
urethra  was  infiltrated  and  granular,  and  conse- 
quently very  vulnerable  and  Hable  to  bleed  at  the 
slightest  contact.  In  the  treatment  of  organic 
strictures,  when  the  mucous  membrane  is  thickened 
and  a  process  of  cavernitis  has  taken  place,  the 
tissues  are  so  thickened  and  infiltrated  that  they 
easily  break.  The  urethra  is  an  organ  supplied 
abundantly  with  blood  vessels,  which  have  their 
origin  in  the  pudenda  communis,  the  end  of  the 
arteria  hypogastrica.  The  arteria  bulbo  urethralis 
supplies  the  corpus  cavernosum  urethrae  and  the 
arteria  profunda  penis  runs  into  the  corpus  caver- 
nosum penis.  Blood  is  abundantly  provided  by 
these  arteries.  When  the  circulation  is  somewhat 
impaired  by  the  enlarged  condition  of  the  prostate, 
then  the  veins  are  filled,  forming  a  stasis.  The  plexus 
pudendalis  intemus  surrounds  the  prostatic  gland, 
the  seminal  vesicles,  and  the  pars  membranosa  of 
the  urethra,  forming  a  thick  net  which  is  also  known 
as  the  labyrinthus  santorini.  On  account  of  the 
venous  stasis  from  compression  of  the  enlarged 
prostate,  or  from  the  inflammatory  process,  the 
tissues  are  imbibed  with  blood  and  any  injury  is 
liable  to  produce  hemorrhages. 

Goldberg*  has  referred  to  severe  hemorrhages,  which 
sometimes  occur  in  patients  suffering  with  prostatic 
hypertrophy.  He  remarked  that  the  hemorrhages 
are  often  the  result  of  injuries  caused  in  attempting 
catheterism.  In  some  cases  of  prostatics  who  have 
undergone  no  treatment  the  hemorrhage  may  be 
the  result  of  chronic  cystitis,  or  from  the  presence 
of  lithiasis.  When  the  hyperemia  of  the  mucous 
membrane  arising  from  a  continued  distended  bladder 

*  Goldberg,  B.  "Ursachen  und  Behandlungs  methoden  schwerer  Blu- 
tugen  der  Prostatiken."  Therapic  der  Gegenwart,  1906,  No.  5.  Ref. 
Ztitschr.  f.  Urol..  B.  1.  H.  1,  p.  72. 
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is  eased  by  emptying  the  urine,  the  diminishing  pres- 
sure may  be  the  cause  of  hemorrhage. 

Local  infections  are  sometimes  the  cause  of  hemor- 
rhage from  the  urethra.  In  fact  an  acute  inflamma- 
tory process  of  the  mucous  membrane  of  the  urethra 
often  causes  formation  of  blood  vessels,  and  at  the 
same  time  the  effusion  of  serum  makes  the  connective 
tissues  loose,  and  renders  them  hable  to  bleed.  When 
catarrhal  ulcerations  are  formed,  the  mucous  mem- 
brane is  so  vascular  that  any  slight  contact  with 
a  sound  or  with  a  catheter  is  Hable  to  cause  loss 
of  blood,  and  when  the  tissues  of  the  urethra  under  the 
urethroscope  are  touched  with  a  cotton  tampon,  the 
bleeding  sometimes  causes  trouble  to  the  operator. 

The  chronic  inflammatory  process,  according  to 
Zuckerkandl,  may  in  some  cases  produce  necrosis  of 
the  mucosa  and  the  exposure  of  the  dilated  blood- 
vessels, which  at  the  slightest  contact  cause  stubborn 
hemorrhage. 

As  to  other  hemorrhages  we  will  only  mention  those 
caused  by  the  presence  of  tumors  in  the  urethra  and 
at  the  neck  of  the  bladder,  which  are  usually  soft 
and  of  villous  nature.  The  hemorrhages  from  these 
tumors  are  exceedingly  stubborn;  often  they  are 
reproduced  without  injury  of  any  kind.  Seifert 
reported  two  cases  of  hemorrhages  from  the  urethra, 
caused  from  varicosities  of  the  veins,  which  began 
at  the  fossa  navicularis  and  extended  to  the 
middle  of  the  urethra.  From  tuberculosis  of  the  neck 
of  the  bladder  hemorrhages  may  have  their  origin, 
and  often  in  young  men  spontaneous  hemorrhage 
from  the  urethra  make  us  suspect  the  presence  of 
miUary  tubercular  nodules. 

In  all  our  cases  imder  consideration  in  this  paper, 
we  find  that  the  blood  is  running  from  the  urethra 
independently  from  the  urine.  The  blood  is  not 
clotted    in     the     bladder,     but     comes     from     the 
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urethra  as  an  essential  hemorrhage.  In  some  cases  the 
blood  has  followed  urination,  at  first  the  urine 
coming  free  from  blood,  at  the  end  the  urine  was 
tinged  with  blood,  and  then  drops  of  blood  have 
followed  the  last  drops  of  urine. 

Intermittent  spontaneous  hemorrhages  of  the 
urethra  are  usually  the  result  of  tumors,  or  of  tu- 
bercular ulcerations  at  the  neck  of  the  bladder. 
The  smallest  papilloma,  and  in  the  same  way  the 
smallest  tubercular  ulceration,  may  cause  profuse 
hemorrhages,  which  lead  the  patient  to  an  anaemic 
condition. 

In  the  cases  which  we  have  made  our  subject  of 
study,  we  have  had  hemorrhages  from  the  urethra 
always  in  consequence  of  strictures,  which  are  the 
natural  result  of  a  chronic  inflammatory  process. 
Hemorrhages  have  followed  the  simple  introduction 
of  a  sound,  the  dilatation  with  Kollmann's  dilator, 
the  irrigation  with  Janet  method,  and  electrolysis. 
The  fear  of  hemorrhage  has  not  prevented  us  from 
performing  the  necessary  examinations,  and  from 
applying  the  proper  treatment.  When  the  urethra 
is  inflamed  and  studded  with  granulations  it  easily 
bleeds  and  it  is  necessary  to  master  the  hemorrhage. 

In  a  slight  hemorrhage  the  application  of  cold 
water  may  stop  the  blood,  and  if  in  the  pars  pendula 
a  compression  with  a  bandage  around  the  penis  often 
is  sufficient  to  stop  the  hemorrhage.  When  the 
hemorrhage  is  from  the  bulbar  region  digital  com- 
pression on  the  perineum  usually  stops  the  hemor- 
rhage. The  idea  of  retaining  a  catheter  or  a  sound 
for  some  time  to  stop  the  hemorrhage  is  more 
hypothetical  than  real.  In  my  cases,  at  least,  it  could 
not  even  have  been  suggested.  In  cases  of  bleeding 
from  the  granulated  mucous  membrane,  the  best 
way  to  stop  the  bleeding  is  to  use  the  urethroscope, 
and  touch  up  the  granulations  with  a  solution  of 
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nitrate  of  silver  from  three  to  eight  per  cent.  Nitrate 
of  silver  coagulates  the  albumin  and  covers  the  granu- 
lations -w-ith  a  solid  coat,  stops  the  bleeding,  constricts 
the  tissues  and  the  blood  vessels,  and  heals  up  the 
surface  evenly  and  smoothly. 

When  the  hemorrhage  is  of  great  volume,  and 
when  it  is  often  repeated,  there  is  no  time  to  hesitate. 
External  urethrotomy  then  has  to  be  performed. 
We  believe  that  this  is  the  only  possible  way  to  save 
the  patient  in  so  dangerous  a  condition. 


DISCUSSION 

OF  PAPER  OF  DR.   RAVOGLI. 

Dr.  Henry  jACOBSONof  St.  Louis,  Mo.:  I  remember  one 
case  that  I  have  had  under  observation  the  last  four  years. 
He  had  a  severe  hemorrhage  four  years  ago  that  lasted  a 
week.  I  suspected  a  tumor  of  the  bladder,  but  cystoscopic 
examination  revealed  nothing  but  an  enlarged  prostate,  with 
a  venous  engorgement  of  the  prostatic  urethra  and  the  mucosa 
of  the  prostate.  I  gave  him  stypticin  in  grain  doses,  and  used 
adrenalin  solution  in  the  bladder  and  urethra.  I  do  not 
know  that  the  treatment  did  any  good,  but  the  hemorrhage 
stopped.  It  recurred  again  in  about  eleven  months,  lasting 
five  days.  This  man  has  had  three  hemorrhages.  Under 
the  same  treatment  it  has  always  cleared  up.  He  refused 
operative  treatment.  He  may  have  another  hemorrhage  at 
any  time. 

Dr.  Victor  C.  Pedersen  of  New  York:  I  should  like  to  ask 
Dr.  Ravogli  whether  in  his  endoscopic  examination  in  any 
of  those  cases  he  found  a  papillomatous  change  in  the  mucous 
membrane.  I  have  one  case  where  with  the  endoscope  I 
have  discovered  what  appears  to  be  a  papillomatous  condi- 
tion in  the  mucous  membrane  just  back  of  the  verumontanum, 
and  the  hemorrhages  in  that  case  are  something  like  those  in 
Dr.  Jacobson's  case,  though  not  severe.  It  seems  to  me  that 
perhaps  in  a  great  number  of  these  cases  one  will  find  on 
examination  with  the  Buerger  instrument  a  papillomatous 
cliange  in  the  mucous  membrane.     If  so,  that  wovdd  be  a 
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very  evident  cause  for  the  hemorrhage.     I  would  like  to 
know  if  anyone  here  has  had  a  similar  experience  to  my  own. 

Dr.  Hugh  Cabot  of  Boston:  We  have  had  this  winter  two 
cases  somewhat  similar  to  those  reported  by  Dr.  Ravogli, 
In  one  of  them  there  was  a  stricture  of  rather  small  calibre 
in  the  anterior  part  of  the  bulb,  which  bled  rather  sharply 
after  instrumentation  by  a  colleague,  and  quieted  down  after 
a  few  days.  It  started  up  again  at  the  next  instrumentation 
and  refused  to  stop.  He  tiod  in  a  catheter,  and  as  long  as  the 
catheter  was  kept  in  place  and  pressure  thus  obtained,  the 
hemorrhage  stopped,  but  the  moment  the  catheter  was  taken 
out  the  bleeding  began  again.  In  that  case  we  could  not  see 
behind  the  stricture  because  of  its  small  calibre.  We  did 
perineal  section  and  found  a  condition  there  quite  similar 
to  that  described  by  Dr.  Pedersen;  a  distinctly  papillomatous 
condition,  from  which  I  do  not  believe  the  bleeding  would 
promptly  stop  except  after  open  operation.  I  think  we  are 
apt  to  temporize  with  these  cases  too  much.  Where  the 
bleeding  comes  from  behind  the  penoscrotal  angle  it  is  best 
to  do  a  perineal  section  early.  It  will  always  promptly  and 
permanently  control  the  hemorrhage. 

Dr.  D.  J.  Hayes  of  Milwaukee,  Wis.:  I  had  a  case  about 
ten  years  ago  of  hemorrhage  of  the  anterior  urethra.  The 
hemorrhage  occurred  more  or  less  irregularly  for  one  year  and 
was  very  profuse  at  times  and  even  quite  dangerous.  The  pa- 
tient gave  no  history  of  any  disease  of  the  urethra,  neither  could 
I  find  any  lesion  in  the  urethra  to  account  for  the  hemorrhage. 
Adrenalin  had  temporary  effect  in  arresting  the  hemorrhage 
during  the  attack.  The  hemorrhage  finally  stopped  short. 
He  has  been  perfectly  well  ever  since. 

Dr.  H.  J.  SCHERCKof  St.  Louis:  A  patient  who  came  under 
my  observation  about  a  month  ago  appeals  to  me  as  being 
intensely  interesting  along  the  same  lines.  He  was  admitted 
to  my  service  at  the  hospital,  having  been  sent  here  from 
Arkansas.  He  came  in  from  the  train  with  a  distended 
bladder,  the  bladder  reaching  above  the  umbilicus.  The 
internes  made  attempts  to  pass  instruments,  but  did  not 
succeed.  That  afternoon  I  arrived  at  the  hospital  and 
found  an  impassable  stricture,  and  examination  through  the 
rectum  showed  what  I  thought  was  an  enlarged  prostate. 
Not  being  able  to  pass  an  instrument  through  the  urethra,  I 
tapped  the  bladder  suprapubically,  and  found  that  it  was 
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practically  pure  blood  that  was  coming  through  the  instru- 
ment. The  man  was  very,  very  weak,  the  pulse  was  faint, 
and  I  had  him  removed  to  the  operating  room  and  did  a 
suprapubic  cystotomy  under  local  anaesthesia.  When  I 
opened  the  bladder  the  blood  and  urine  gushed  out.  It  was 
pretty  nearly  pure  blood.  It  came  out  in  clots.  I  palpated 
the  bladder  immediately,  and  found  the  prostate  apparently 
enlarged,  but  the  interesting  part  of  the  case  was  that  the 
hemorrhage  was  due  to  the  fact  that  there  was  a  long,  angular 
stone  protruding  into  and  wounding  the  urethral  opening  of 
the  bladder.  I  removed  the  stone  easily,  and  did  a  retro- 
grade catheterization  of  the  urethra,  put  the  patient  to  bed 
(he  was  too  weak  to  do  anything  else),  intending  to  do  a 
prostatectomy  at  a  later  date.  The  hemorrhage  stopped 
immediately.  The  man  during  the  operation  had  to  have  a 
hypodermoclysis.  Two  weeks  afterwards  I  made  an  examina- 
tion of  the  prostate  and  found  that  the  enlargement  had  to  a 
great  extent  disappeared  and  was  of  an  inflammatory  or 
congestive  type;  I  did  not  proceed  any  further  in  removing 
the  prostate,  but  allowed  the  suprapubic  wound  to  heal.  He 
has  not  had  any  hemorrhage  since,  and  has  no  trouble  in 
emptying  his  bladder.  In  this  case  it  was  surprising  the 
amount  of  hemorrhage  produced  by  the  wounding  of  the 
urethral  opening  by  the  stone.  It  was  long,  and  in  the 
urethral  opening  itself. 

Dr.  Eugene  Fuller  of  New  York:  It  seems  to  me  that  if 
you  get  an  anterior  stricture  that  bleeds  freely  on  manipula- 
tion it  is  a  good  prognosis,  because  if  the  stricture  is  made 
up  of  granulations  all  you  have  got  to  do  is  to  break  down 
those  granulations  freely.  The  bleeding  following  large  sounds 
in  such  cases  is  not  apt  to  persist,  though  temporarily  it  may 
be  free.  The  prognosis  is  bad  where  hemorrhage  depends 
on  the  existence  of  a  false  passage.  Then  if  the  hemorrhage 
is  severe,  it  may  indicate  that  you  have  got  to  do  a  perineal 
section.  Of  course,  there  can  be  other  causes,  but  it  fre- 
quently seems  to  me  when  I  encovmter  an  anterior  stricture 
that  bleeds  very  freely  on  manipulation  that  it  is  a  good 
prognosis,  because  all  I  may  have  to  do  is  to  break  up  the 
granvilations. 

Dr.  Arthur  L.  Chute  of  Boston:  I  had  a  very  interesting 
case  of  hemorrhage  from  a  tuberculous  urethra  a  while  ago. 
This  man  from  whom  I  had  removed  a  tuberculous  kidney,  a 
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year  ago,  appeared  last  Febniary  with  his  bladder  full  of 
blood.  I  sent  him  into  a  hospital,  cystoscoped  him  and, 
could  see  no  blood  coming  from  his  good  ureter.  Later  in  the 
day  his  bladder  filled  twice,  and  by  evening  his  condition 
was  bad.  I  determined  that  the  hemorrhage  must  be  either 
from  the  posterior  urethra  or  the  bladder.  I  went  into  his 
bladder  from  above  and  found  blood  trickling  into  it  from 
the  posterior  urethra.  A  little  gauze  packing  stopped  the 
hemorrhage  absolutely,  and  the  man  made  a  good  recovery. 

Dr.  Charles  S.  Stern  of  Hartford,  Conn. :  I  have  had  some 
cases  of  which  I  am  reminded  by  Dr.  Ravogli's  paper.  One 
especially,  of  a  stricture  at  the  triangular  ligament  in  a  man 
who  had  had  considerable  treatment  with  strong  nitrate  of 
silver  solutions,  and  the  urethroscope  when  he  came  to  me 
showed  an  almost  white,  cartilaginous  condition  of  the 
urethra  in  the  bulbous  portion.  With  dilatation  this  condi- 
tion was  very  much  relieved.  Dilatation  was  carried  up  to 
23  Charri^re,  but  could  not  be  forced  past  that.  I  had  about 
made  up  my  mind  to  do  an  internal  urethrotomy,  when  at 
the  next  visit  I  succeeded  in  passing  a  24,  and  then  a  25  more 
easily.  After  withdrawal,  however,  considerable  hemorrhage 
took  place,  which  seemed  to  be  controlled  at  the  time  by  the 
irrigation;  but  during  the  night  he  began  to  bleed  consider- 
ably, and  when  he  came  in  the  next  morning  he  looked  as  if 
he  had  been  butchered.  At  that  time  I  introduced  the 
urethroscope  and  touched  the  bleeding  point  with  strong 
nitrate  of  silver  solution  in  the  manner  described  by  Dr. 
Ravogli.  But  I  used  a  forty  per  cent  instead  of  an  eight 
per  cent  solution,  as  he  used  in  his  case,  before  I  could  control 
the  bleeding.  That  strength  solution  produced  no  pain  and 
did  control  the  hemorrhage;  and  thereafter  I  was  able  to 
proceed  with  my  dilatations. 

Another  case  was  one  in  which  the  man  had  a  very  small 
stricture,  about  18  Charriere.  He  had  some  trouble  in  urinat- 
ing, and  an  ordinary  stricture  history.  In  dilating  at  his 
first  visits  there  was  no  particular  hemorrhage,  though  the 
infiltration  was  quite  resistant.  I  later  succeeded  in  getting 
a  No.  24  through  with  just  a  little  hemorrhage.  At  that  time, 
however,  the  accompanying  irrigation  did  not  go  beyond  the 
cut-off  muscle,  and  that  night  he  had  a  hemorrhage;  he  was 
drenched  in  blood  the  next  morning.  I  then  at  once  put  in 
larger  sized  sounds  up  to  No.  26  with  no  particular  trouble, 
and  left  the  last  one  in  for  about  a  half  hour.     Then  I  irri- 
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gated  the  anterior  and  posterior  urethra  with  a  good  hot 
solution,  and  he  had  no  further  trouble  afterwards.  Later  I 
carried  the  dilatation  up  to  No.  29  Charridre. 

Dr.  Ravogli  in  closing.  It  is  quite  natural  that  hemor- 
rhages should  take  place  easily  from  the  compression  pro- 
duced by  an  enlarged  prostate.  The  removal  of  the  prostate 
is  the  only  way  of  obviating  this  danger,  by  relieving  the 
pressure  on  the  veins. 

In  some  of  the  cases  I  have  had,  the  urethra  was  in  a 
granular  condition,  and  in  such  cases  hemorrhage  is  apt  to 
occur,  especially  from  the  posterior  urethra.  With  the 
urethroscope  can  be  seen  the  mucous  membrane  deeply  red, 
nearly  a  brownish  red,  granulated  like  velvet,  and  by  any 
little  contact  the  little  patch  soon  begins  to  ooze  blood.  But 
that  does  not  produce  such  hemorrhages  as  we  have  some- 
times when  there  are  villosities  or  a  true  papilloma.  In  these 
cases  there  can  be  very  severe  hemorrhage. 

I  agree  perfectly  with  what  Dr.  Cabot  has  said;  in  those 
strictures  when  we  cannot  stop  the  hemorrhage  either  by 
the  catheter  or  in  any  other  way,  the  only  thing  to  be  done 
is  an  external  urethrotomy.  I  did  not  try  adrenalin  in  any 
of  these  cases.  Where  the  hemorrhage  was  so  severe  I  have 
never  found  time  to  use  anything  except  compression.  In 
this  way  I  stopped  the  flow  of  the  blood  and  then  immedi- 
ately I  did  an  external  urethrotomy,  controlling  the  hemor- 
rhage by  packing. 

Hemorrhage  from  the  urethra  occurs  quite  often  in  tuber- 
culosis, and  in  these  cases  too  a  strong  solution  of  nitrate  of 
silver  may  control  the  hemorrhage. 

I  was  pleased  to  hear  the  case  of  Dr.  Scherck  in  which  the 
hemorrhage  was  due  to  a  stone  wounding  the  mucous  mem- 
brane of  the  neck  of  the  bladder;  in  that  case  nothing  else 
could  help  but  the  removal  of  the  stone. 

About  the  irrigations:  I  have  found  it  necessary  in  some 
cases  to  be  very  careful,  because  I  have  had  no  hemorrhage 
or  very  little  hemorrhage  following  the  removal  of  the 
dilator,  but  after  giving  the  irrigation  the  expansion  of  the 
mucous  membrane  by  the  column  of  the  liquid  has  caused 
hemorrhage.  For  this  reason  I  am  now  rather  careful  in 
irrigating,  and  especially  in  forcing  it  into  the  bladder.  In 
some  cases  I  prefer  to  use  a  small  soft  catheter  rather  than 
expose  the  mucous  membrane  to  too  much  expansion  by 
the  Janet  method. 


GONOCOCCIC  URETHRITIS  IN  MALE 
CHILDREN. 


ABRAHAM  LEO  WOLBARST, 

NEW  YORK. 


This  paper  is  intended  as  a  simple  contribution 
to  a  subject  that  has  not  received  the  attention  that 
it  deserves.  A  survey  of  the  more  recent  literature 
on  the  subject  of  gonorrhoeal  infection  in  young 
children,  reveals  the  striking  fact  that  nearly  all 
writers  on  this  subject,  while  speaking  of  gonorrhoea 
in  children,  confine  their  remarks  to  the  consideration 
of  the  disease  in  young  girls  only,  without  paying  any 
attention  whatever  to  the  disease  as  it  occurs  in 
male  children.  Consequently,  though  much  has  been 
written  on  the  subject  of  gonorrhoea  in  young  girls, 
very  little  can  be  found  relative  to  the  occurrence 
of  this  disease  in  young  boys. 

This  is  probably  due  to  the  fact  that  gonococcus 
infection  of  the  urogenital  tract  is  much  less  frequent 
in  male  children  than  in  female  children.  The 
anatomic  arrangement  of  the  female  genitals,  espe- 
cially in  childhood,  presents  a  soil  that  is  highly 
favorable  to  infection  from  without,  and  it  would 
seem  that  this  is  sufficient,  if  a  reason  were  desired, 
to  account  for  the  greater  frequency  of  the  infection 
in  girls  than  in  boys.  Another  plausible  reason  for 
the  great  relative  difference  in  the  occurrence  of 
his  infection  in  the  two  sexes,  is  perhaps  found  in 
the  fact  that  the  tendency  for  adult  males  to  tamper 
with  female  children  is  greater  than  for  adult  women 
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to  indulge  in  sex  relations  with  male  children ;  hence 
the  greater  risk  of  infection. 

Gonorrhoea  in  male  children  is  not  a  rare  condition. 
It  is  seen  most  frequently  among  the  poor  of  large 
cities,  where  the  crowding  and  congestion  offer  a 
fine  opportunity  for  the  maintenance  of  the  disease 
as  an  endemic  affection.  It  is  thus  apparent  that 
the  prevalence  of  gonorrhoea  in  male  children  is  not 
to  be  considered  only  from  the  purely  surgical 
standpoint,  but  also  from  a  sociologic  point  of  view. 
It  is  quite  customary  for  these  young  children  to  sleep 
in  the  same  room  with  their  parents  or  with  adult 
boarders;  there  is  no  semblance  of  privacy,  whatever, 
in  many  of  these  homes,  and  as  a  result  the  children 
are  at  a  very  early  age  made  aware  of  sex  conditions 
and  sex  differences.  It  is  therefore  not  unusual  for 
these  young  boys  to  indulge  in  coitus  with  young 
girls  of  their  own  age,  or  with  adult  women,  and  the 
remarkable  feature  is  that  the  number  of  cases  of 
gonorrhoeal  infection  is  so  small,  rather  than  so 
large,  in  view  of  the  extensive  intermingling  of  the 
young  of  both  sexes  and  the  precocity  and  extent 
of  their  sexual  knowledge.  Our  esteemed  President, 
Eugene  Fuller,  has  mentioned  this  precocious  in- 
dulgence in  coitus  by  young  boys,  as  an  important 
factor  in  the  development  of  chronic  seminal  vesi- 
culitis and  sexual  neurasthenia,  later  in  life.^ 

In  1901,  I  had  the  privilege  of  reporting  twenty-two 
cases  of  gonorrhoea  in  boys,  ranging  in  age  from 
eighteen  months  to  twelve  years. ^  Since  that  time 
I  have  had  the  further  opportunity  of  studying 
fifteen  additional  cases,  all  of  them  seen  in  dispensary 
practice,  the  youngest  being  a  child  sixteen  months 
old,  and  the  oldest  fourteen  years  old.  In  all  of  these 
cases,   without  exception,   the   diagnosis   of  specific 

*  Fuller.     Am.  Jour,  of  Derntat.  and  G.  U.  Diseases,  September,  1907. 
'  Wolbarst.     Jour.  Am.  Med.  Ass'n,  September  28,  1901. 
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infection    was    made    certain    by    the    microscopic 
examination   of  the  secretions   by  the   Gram   stain. 
This  total  of  37  cases  has  presented  several  points 
of  usual  interest,  which  justify  this  paper, 

I.     Age  of  the  Patients. 
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The  cases  thus  divide  themselves  according  to  age, 
namely : — 

2  years  or  under,  5  cases  (14%) 

from  4  to  10  years,     19     "      (51%) 

"  12  to  14      "  13     "      (35%) 

It  must  not  be  inferred  from  these  figures  that  male 
infants  under  two  years  of  age  enjoy  any  special 
inimunity  from  gonococcus  infection;  the  small 
proportion  of  infants  in  this  series  of  cases  is  ex- 
plained by  the  fact  that  such  cases  are  most  commonly 
brought  to  the  pediatrist  or  the  general  practitioner, 
rather  than  to  the  genito-urinary  surgeon,  both  in 
private  and  institutional  practice. 

The  largest  percentage  of  infections  is  seen  to  be 
found  in  boys  from  four  to  ten  years  of  age, — ^the 
age  at  which  sexual  instinct  and  curiosity  develop 
hand  in  hand  with  the  general  growth  and  intelligence 
of  the  child.  It  is  in  children  of  this  intermediate 
age  that  adult  sexual  perverts  are  especially  interested; 
they  are  old  enough  to  satisfy  the  unnatural  craving 
of  these  perverted  minds,  and  young  enough  to  not 
understand  the  seriousness  of  the  act  in  which  they 
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are  induced  or  forced  to  take  part.  I  believe  that 
it  is  these  children  that  bear  the  brunt  of  that  super- 
stition of  world-wide  extent  to  the  effect  that  contact 
with  a  child  of  the  opposite  sex  will  rid  an  adult  of 
venereal  disease.  In  better  social  circles,  where 
nurse-maids  often  sleep  with  their  charges  and  at 
times  carry  on  sex  relations  with  them,  the  victims 
are  usually  of  this  most  susceptible  age.  In  this  class 
of  cases  is  the  one  reported  by  Pollack*  of  a  six  year 
old  boy  viciously  infected  by  his  nurse  girl,  who  was 
sentenced  to  seven  years  in  prison  for  the  act. 

The  next  largest  percentage  is  foimd  in  full-grown 
boys  from  twelve  to  fourteen  years  of  age.  These 
boys  are  at  the  threshold  of  puberty,  and  most  if  not 
all  of  them  are  thoroughly  alive  to  all  the  possibilities 
of  the  sexual  function  and  the  means  for  its  grati- 
fication. 

II.   Modes  of  Infection. 

Infection  may  be  direct  or  indirect.  While  in- 
direct infection  is  quite  common  in  female  children, 
it  is  but  rarely  so  in  male  children,  for  reasons  already 
mentioned.  There  is,  however,  one  form  of  indirect 
infection  in  boys  that  is  worthy  of  our  serious  atten- 
tion,— ^namely,  infection  through  the  urethral  catheter 
in  hospitals.  This  shall  be  considered  later.  In 
most  cases,  however,  infection  is  direct,  either 
through  coitus  or  through  the  practice  of  sexual 
perversions.  The  sex  instinct  is  at  the  bottom  of 
most  of  these  cases.  Nobel '  reported  three  cases 
of  rectal  gonorrhoea  in  young  men,  sixteen,  eighteen 
and  twenty  years  of  age,  and  in  view  of  the  fact 
that  many  yotmg  boys  in  crowded  districts  indulge 
in  the  practice  of  sodomy,  it  is  quite  probable  that 

1  Pollack.     Johns   Hopkins  Hospital  Bulletin,  May,  1909. 
-  Nobel.     Am.  Jour,  of   Urology,  Vol.  V.  1909,  page  451. 
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this  is  a  somewhat  frequent  mode  of  infection.  As 
an  unusual  instance  of  indirect  infection,  Fraser- 
Harris^  has  reported  the  case  of  a  boy  fourteen  years 
old,  who  contracted  a  severe  gonorrhoeal  urethritis 
by  wearing  a  pair  of  contaminated  drawers.  This 
is,  however,  a  very  unusual  occurrence  in  boys. 

Careful  inquiry  was  made  in  every  case  that  came 
under  observation,  as  to  the  manner  in  which  the 
child  was  infected,  this  being  considered  a  most 
essential  part  of  this  study.  In  seven  cases  the  most 
thorough  inquiries  were  futile.  In  the  remaining 
thirty  cases,  however,  interesting  information  was 
revealed. 

In  nine  cases  (24%)  the  infection  was  presumably 
derived  accidentally  from  some  member  of  the  house- 
hold. In  these  cases,  investigation  revealed  the 
information  that  the  child  slept  in  the  same  bed 
or  used  the  same  toilet  utensils  as  some  other  member 
of  the  family,  and  there  was  sufficient  corroborative 
evidence  in  most  of  the  cases  to  make  it  reasonably 
certain  that  this  member  of  the  family  was  suffering 
from  gonorrhoea.  For  instance,  two  children  slept 
with  their  father.  When  the  latter  was  confronted 
he  admitted  having  gonorrhoeal  urethritis  at  the 
time.  Five  children  slept  with  the  mothers,  all  of 
whom  were  at  the  time  under  treatment  for  various 
gynecologic  diseases.  One  child  slept  with  his  elder 
sister,  and  another  slept  with  a  female  boarder;  in 
both  of  these  cases  the  suspicion  was  quite  justified. 

Direct  infection  through  coitus  was  admitted  by 
twelve  boys.  They  admitted  having  had  sexual 
relations  with  young  girls  or  women,  and  the  periods 
of  incubation  seemed  to  indicate  that  these  females 
were  the  actual  source  of  the  infection.  As  indicitive 
of  the  existence  of  a  precocious  sexual  instinct  in  these 

*  Fraser-Harris.   Cumston,  Am.  Jour,  of  Urology,  Vol.  II,  1906,  p.  689. 
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young  children, — ^which,  by  the  way,  some  writers 
deny, — their  ages  are  of  interest: — 


4  years  old 
7      ••      " 

,  1  patient 
1        " 

9      ••      " 

1 

10      "      " 

12  '•      " 

13  "      " 

14  •'      " 

2  patients 

1  patient 

2  patients 
4       " 

It  is  of  further  interest  to  observe  that  the  younger 
boys  declared  that  older  girls  or  women  had  made 
the  first  advances  to  them,  and  that  they  consented 
against  their  will,  sometimes  under  duress  and 
threats  of  punishment.  Most  of  the  older  boys, 
however,  i.e.  those  over  nine  years  old,  frankly 
admitted  that  they  had  had  coitus  with  girls  of  their 
own  age  or  younger,  or  with  adult  women,  at  first 
as  a  matter  of  curiosity  when  the  opportunity  pre- 
sented itself,  and  later  for  the  pleasure  they  found 
in  the  act.  In  three  cases  the  infection  followed 
after  but  a  single  coitus,  according  to  their  state- 
ments. One  boy  of  twelve  solemnly  asserted  that 
he  had  never  indulged  with  any  girl  other  than  his 
own  sister,  aged  eight.  Examination  of  this  girl 
confirmed  the  suspicion  that  she  was  the  source 
of  the  infection.  It  is  of  further  interest  to  note 
that  most  of  these  boys  had  good  records  at  school, 
and  were  not  considered  bad  boys  either  by  their 
parents  or  by  their  teachers. 

I  have  already  referred  to  the  existence  of  the 
superstition  relative  to  the  cure  of  gonorrhoea  through 
contact  with  a  virgin  of  the  opposite  sex.  There  is 
no  way  of  proving  that  any  of  these  cases  of  infection 
were  the  sequelae  of  this  superstition,  but  inasmuch 
as  they  all  came  from  the  poor  tenement  district 
where  the  women  who  harbor  this  superstition  also 
live,  it  is  quite  plausible  that  some  of  these  patients. 
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at  least,  became  its  sacrifice.  The  majority  I  believe 
were  infected  as  the  result  of  gratification  of  their 
own  precocious  sexual  desires,  which  are  highly 
developed  among  the  children  of  the  poorer  districts. 

The  remaining  nine  boys  were  infected  while  they 
were  in  hospitals  suffering  from  various  diseases  of 
childhood.  I  have  become  especially  interested 
in  this  mode  of  infection  because  of  the  utter  lack 
of  excuse  attendant  upon  it.  There  seems  to  be  no 
reason  on  earth  why  a  child  should  enter  a  hospital 
suffering  from  diphtheria  or  pneumonia  and  survive 
the  disease,  only  to  come  out  with  a  well-developed 
case  of  gonorrhoea  of  the  genital  tract.  While  we  may 
believe  with  Holt^  that  it  is  impossible  to  prevent 
these  outbreaks  among  girls,  it  seems  to  me  that 
this  ought  to  be  a  very  rare  accident  where  boys  are 
concerned. 

Once  the  child  is  infected,  the  period  of  incubation 
and  the  general  course  of  the  disease  do  not  vary  from 
that  of  the  adult.  As  a  rule  the  pain  on  micturition 
appears  a  day  or  two  before  the  discharge.  Some- 
times the  pain  is  so  great  that  the  child  is  afraid  to 
urinate,  and  complete  retention  or  dribbling  may 
set  in.  The  pain  is  at  times  out  of  all  proportion  to 
the  clinical  symptoms.  This  hyperesthesia,  as  I  have 
already  shown,  is  usually  found  coincident  with  a 
contracted  meatus  or  a  tight  prepuce,  which  act 
as  a  dam  to  the  secretions,  and  by  preventing  proper 
drainage  of  the  canal,  cause  more  or  less  complete 
retention  and  an  increase  of  the  inflammation.  On 
the  other  hand  some  children  suffer  very  little  pain, 
and  would  not  be  brought  for  treatment  except  for 
the  redness  at  the  meatus  and  the  discharge. 

Complications  similar  to  those  found  in  the  adult, 


»  Holt.     Medical  Record,  March   25,  1905,  also   Jahrb.   f.    Kinderheilk, 
Ixiv,  No.  6. 
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may  also  occur  in  male  children.  In  this  series  of 
cases,  there  were  no  complications  -worthy  of  note, 
but  other  observers  have  reported  them.  Holt 
observed  two  cases  of  gonococcus  arthritis  in  children ; 
of  these  nineteen  were  male,  and  seven  female. 
The  symptoms  were  a  rapidly  developing  articular 
swelling,  redness,  tenderness,  and  when  suppuration 
was  imminent,  fluctuation  was  present.  The  tempera- 
ture frequently  reached  103,  and  sometimes  104,  and 
105°,  and  lasted  from  one  to  eight  weeks.  Death 
followed  in  a  number  of  these  cases,  the  patients 
succumbing  to  marasmus.  In  general  the  disease 
runs  the  same  course  and  subjects  the  patient  to  the 
same  dangers  and  complications  as  are  seen  in  the 
adult. 

The  prognosis  is  rather  better  than  in  the  adult. 
In  young  boys  I  have  been  unable  to  observe  that 
innate  tendency  to  chronicity  that  is  characteristic 
of  the  adult  infection,  and  strictures  do  not  as  a  rule 
follow.  Recovery  is  as  a  rule  quite  complete.  Taylor,* 
however,  mentions  two  cases  reported  by  Rona  in 
which  stricture  seems  to  have  followed  years  after 
the  attack.  In  one,  a  boy  of  seventeen,  the  stricture 
probably  began  in  an  infection  at  the  age  of  ten ;  the 
second  case  was  that  of  a  medical  student  aged 
twenty-one,  who  also  was  infected  at  the  age  of  ten. 
Taylor  adds  that  it  is  very  probable  that  to  virulent 
gonorrhoeal  urethritis  occurring  in  early  life  may  be 
attributed  many  of  the  cases  of  stricture  in  boys  and 
young  men  in  whom  a  history  of  recent  gonorrhoea 
cannot  be  obtained. 

As  to  treatment,  the  primary  requisite  is  cleanliness. 
If  the  child  has  been  circumcised  this  problem  will 
not  be  a  difficult  one,  and  many  of  the  complications 
may  thus  be  averted;  when  the  prepuce  is  present, 
however,  the  greatest  care  should  be  taken  to  remove 

*  Taylor.      ''Venereal  Diseases,"  Lea,  1895. 
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the  intrapreputial  secretions,  and  to  provide  the 
fullest  measure  of  urethral  drainage.  Occasionally 
a  dorsal  incision  will  be  imperative;  likewise  meat- 
otomy  is  sometimes  indicated.  This  can  be  done 
in  the  presence  of  a  profuse  discharge,  without  danger 
of  infection. 

For  the  urethritis  itself  the  treatment  is  the  same 
as  in  the  adult,  but  the  solutions  should  be  propor- 
tionately weaker.  I  have  found  protargol  1-400 
and  argyrol  1-100  the  most  satisfactory  agents  in 
the  local  treatment.  A  small  hand  syringe  is  em- 
ployed; about  two  drams  are  injected  into  the 
urethra,  slowly  and  carefully,  twice  daily,  and  re- 
tained for  five  to  ten  minutes.  The  more  severe  the 
inflammation,  the  weaker  the  solution  and  the 
smaller  the  quantity  to  be  used.  As  a  rule,  the  child 
soon  becomes  reconciled  to  the  injections  and  accepts 
them  in  a  philosophic  spirit  of  non-resistance.  Ex- 
tensions into  the  posterior  urethra  and  complications 
should  be  treated  as  in  the  adult.  In  my  former 
paper*  these  matters  have  been  discussed  at  greater 
length. 

Summary. 

1.  Gonococcic  infection  in  male  children  is  not 
a  rare  condition,  though  it  is  far  less  common  than 
in  female  children. 

2.  Infection  is  usually  the  result  of  precocious 
sexual  activity,  or  accidental  infection  in  the  home; 
sexual  perverts  undoubtedly  infect  a  goodly  number 
of  children. 

3.  In  hospitals  a  fairly  large  number  of  infections 
take  place,  presumably  through  infected  catheters, 
etc. 

»  Wolbarst.     Jour.  Am.  Med.  Ass'tt,  Sept.  28,  1901. 
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4.  These  young  patients  are  liable  to  all  of  the 
extensions  and  complications  that  occur  in  the  adult, 

5.  It  is  possible  that  many  cases  of  sterility,  sexual 
neurasthenia  and  urethral  stricture  are  due  to 
gonococcic  infection  in  childhood. 

6.  The  treatment  is  practically  the  same  as  in  the 
adult. 


UNDETECTED   ACUTE   GONORRHCEAL   PROS- 
TATITIS AS  A  SOURCE  OF  RELAPSE. 


ALEXANDER  S.  WOLF, 

ST.  LOUIS,  MO. 


The  progress  of  medicine,  except  for  chance  dis- 
coveries, depends  almost  entirely  upon  the  number 
of  exact  observations  of  pathological  phenomena, 
researches  as  to  their  nature,  and  the  devising  of  new 
methods  for  preventing  and  combating  the  causes  of 
disease.  Every  observation  from  a  reliable  source, 
if  it  brings  support  to  the  latest  researches,  is  bound 
to  invalidate  an  old-established  theory,  and  it  there- 
fore deserves  the  widest  publicity  as  tending  to 
inspire  a  new  activity  in  the  desired  direction.  The 
facts  gathered  by  other  investigators  may  some  day 
lead  to  a  critical  review  of  the  whole  question  and 
establish  a  new  conception  of  the  matter,  more  satis- 
factory as  establishing  the  true  nature  of  the  phe- 
nomena in  question.  To  such  pathological  phe- 
nomena, the  nature  of  which  has  not  yet  been  made 
clear  beyond  dispute,  belong  the  relapses  in  the  cases 
of  acute  anterior  gonorrhceal  urethritis.  These  re- 
lapses are  dreaded  even  by  experienced  urologists, 
and  it  is  no  wonder  that  recollection  of  their  unpleas- 
ant effect  upon  the  success  of  practice  lingers  for  a 
long  while  in  the  memory  of  one  who  had  the  ill  luck 
to  encounter  them  on  several  occasions. 

Respecting  dietetic  and  hygienic  management,  a 
retrospective  study  of  the  cases  on  my  records  shows 
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that  these  cases  would  gradually  improve  under  the 
irrigation  treatment  of  the  anterior  urethra.  The  first 
portion  of  the  voided  urine  would  appear  either 
entirely  clear,  with  few  distinct  shreds  and  filaments, 
or  slightly  cloudy  on  account  of  the  presence  of 
mucous  and  morphotic  elements  (polynuclear  leu- 
coc3rtes  and  epithelium  cells),  forming,  upon  stand- 
ing, a  slight  sediment.  The  second  and  third  portion 
of  the  voided  urine  would  invariably  appear  clear, 
this  normal  aspect  continuing  from  the  beginning 
through  the  whole  course  of  the  disease.  Repeated 
microscopic  examination  of  the  scant  discharge,  espe- 
cially after  the  night's  rest,  would  reveal  only  few 
polynuclear  leucocytes,  but  large  epithelium  cells  of 
the  urethral  lining,  with  mucus,  but  with  a  total 
absence  of  gonococci.  The  occasional  filaments,  when 
stained,  would  present  the  same  picture  as  the 
urethral  discharge.  The  cases  would  therefore  be  in 
the  stage  designated  as  terminal  catarrh,  in  which 
the  patients  are  usually  exposed  to  an  irritation  test 
in  order  to  ascertain  whether  the  gonococci  had  dis- 
appeared for  good. 

In  a  number  of  my  case  records  I  find  it  noted  that 
patients  who  found  themselves  in  this  terminal  stage 
of  gonorrhoea  would  occasionally  report  a  pollution, 
which,  in  the  course  of  the  next  twenty-four  to  forty- 
eight  hours,  would  be  followed  by  a  decided  increase 
of  discharge,  the  latter,  upon  microscopic  examination, 
being  found  to  contain  gonococci,  although  repeated 
and  very  exact  examinations  failed  to  reveal  their 
presence  for  several  preceding  days.  In  the  record  of 
some  other  decursus  morbi  I  found  it  noted  that  the 
first  coitus  condommaius,  carried  out  as  an  irritation 
test,  would  bring  forth  gonococci,  although  these 
were  absent  for  days  and  days,  as  proven  by  repeated 
microscopic  examinations.  Seemingly,  those  cases 
ran   smoothly,   without   the    dreaded   pollutions;   at 
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least,  such  untoward  conditions  are  not  specially 
mentioned. 

For  both  of  these  specific  relapses  I  had  at  that 
time  explanations  which  seemed  to  me  perfectly 
satisfactory.  In  these  cases  where  the  gonococci 
reappeared  after  the  first  intercourse,  the  fault  was 
that  the  patient  had  either  omitted  the  use  of  the 
condom,  or  that  the  condom  had  burst.  In  either 
case  I  would  assume  that  there  had  been  a  new  infec- 
tion with  gonococci. 

In  all  such  cases  of  reappearance  of  gonococci  after 
an  alleged  seminal  emission,  I  am  inclined  to  be 
sceptical  as  to  the  truthfulness  of  my  patient's 
statements.  Every  one  of  us  occasionally  meets 
in  his  practice  a  patient  who  is  a  real  libertine  and 
who  never  rejects  opportunity  if  it  presents  itself, 
regardless,  even,  of  detrimental  effect  upon  his  health. 
Again,  sometimes  we  come  across  a  patient  who,  for 
some  reason  or  other,  would  rather  risk  a  reinfection 
from  the  same  source  than  betray  his  true  condition 
to  his  wife  or  mistress.  Most  patients  of  this  class 
frankly  confess  their  debauches  to  their  physicians 
and  are  only  too  willing  to  start  again  the  steep  road 
to  final  recovery. 

With  quite  a  few  of  such  confessions  in  my  mind, 
and  considering  the  continual  improvement  of  the 
patient  up  to  the  date  of  the  alleged  pollution,  which 
was  followed  by  a  reappearance  of  gonococci,  it  is  no 
wonder  that  I  was  inclined  to  believe  the  alleged 
pollution  to  be  in  reality  the  result  of  a  cohabitation 
in  willful  disregard  of  the  physician's  instruction. 
Again,  the  small  number  of  cases  in  which  at  the 
terminal  stage  of  the  gonorrhoea  a  pollution  was  fol- 
lowed by  a  reappearance  of  gonococci,  as  compared 
with  a  far  greater  number  of  cases  where  the  patients, 
who  are  mostly  at  the  height  of  their  sexual  power, 
would  not  experience  any  untoward  effect,  even  after 
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repeated  pollutions,  only  sustained  me  in  my  sus- 
picion that  in  cases  of  relapse  after  alleged  pollution 
there  was  again  a  fresh  infection  with  gonorrhoeal 
virus,  there  being,  to  my  understanding  of  the  patho- 
logical condition,  no  conceivable  reason  for  relapse. 
Did  the  reappearance  of  gcftiococci  occur  under  the 
same  circumstances  in  those  cases  where  the  whole 
urethra  and  its  sexual  adnexa  had  been  involved,  I 
would  not  always  be  inclined  to  suspect  the  venality 
of  the  patient,  or  an  entirely  new  infection.  I  would 
have  looked  very  carefully  for  other  possibilities;  as, 
for  instance,  an  outbreak  from  a  focus  of  the  infection, 
hitherto  hidden  in  a  urethral  follicle,  or  in  the  paren- 
chyma of  the  prostate,  or  especially  in  the  spermatic 
vesicles,  the  latter  organ  being,  as  every  one  of  us 
knows,  the  seat  of  the  most  obstinate  gonorrhoeal 
processes,  on  account  of  its  being  not  easily  accessible 
to  examination  and  not  readily  responsive  to  treat- 
ment. But  in  cases  of  an  anterior  urethritis,  with  a 
smooth,  uneventful  course  up  to  the  time  of  the 
alleged  first  pollution  or  first  cohabitation,  I  felt 
justified  in  assuming  an  attitude  of  mistrust  towards 
the  statements  of  my  patients. 

Experientia  docet!  As  my  observations  on  this 
subject  became  more  ample,  and  as  the  number  of 
such  puzzling  new  infections,  with  the  unvarying 
statements  of  the  patients  about  preceding  pollution, 
or  pollutions  resulting  after  the  first  intercourse 
carried  out  as  an  irritation  test,  increased,  my  belief 
and  disbeliefs  became  somewhat  shaken.  I  had  to 
question  myself  whether  there  was  not  a  form  of  self- 
reinfection,  from  a  source  hidden  and  undiscovered 
by  the  routine  examination,  until  the  pollution  or 
cohabitation,  as  in  the  cases  of  complicated  total 
urethritis,  brought  about  the  relapse.  In  other  words, 
I  began  questioning  myself  whether  there  was  not 
some  fault  with  the  routine  procedure  in  diagnosti- 
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eating  the  real  condition  in  the  cases  in  question. 
I  therefore  decided  to  turn  my  attention  to  the  sexual 
portion  of  the  urethra  and  to  make  this  the  subject 
of  methodical  investigation,  even  if  there  should  be  a 
lack  of  symptoms  indicating  a  specific  infection  of 
the  posterior  part,  as  seemingly  was  the  case  in  all 
patients  recorded  as  having  had  those  peculiar  rein- 
fections. The  investigations  were  carried  out  along 
the  following  lines : — 

(1)  Only  cases  of  avowedly  first  infection  were 
recorded  for  the  de  cursu  morbi. 

(2)  The  interval  between  the  infection  and  the 
beginning  of  the  treatment  was  not  to  exceed  three 
days. 

(3)  Only  cases  where  there  was  no  local  application 
or  instrumentation  previous  to  the  beginning  of 
observation,  were  included  in  the  investigation. 

My  material  having  been  selected  from  among  the 
patients  in  my  private  practice,  I  could  in  regard  to 
the  above  three  conditions  rely  on  the  statements  of 
the  patients,  who,  in  the  majority  of  cases,  were 
intelligent  persons,  whose  features  often  betrayed 
the  deep  psychical  depression  of  a  novice  and  whose 
actions  in  the  office  only  added  stress  to  their  assur- 
ance of  never  having  had  a  venereal  disease.  In 
order  to  secure  a  still  greater  reliability  in  the  state- 
ment regarding  the  first  infection,  I  regularly  im- 
pressed upon  the  mind  of  the  patients  that  the  first 
infection  has  to  be  treated  in  a  different  way  than 
if  there  had  been  a  preceding  attack  of  gonorrhoea, 
and  that  the  whole  success  of  the  treatment  depended 
on  revealing  the  full  truth  in  this  regard.  This 
naturally  insured  the  veracity  of  the  patients. 

But  not  only  in  a  subjective  way,  I  tried  to  sur- 
round my  investigation  with  the  utmost  guarantees. 
In  order  to  obtain  unequivocal  results  I  carried  out  a 
very  careful  digital  examination  of  the  prostate  and 
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the  seminal  vesicles  in  every  case  which  answered  the 
first  three  cardinal  conditions  as  already  stated.  Only 
the  cases  in  which  there  was  no  perceptible  deviation 
from  the  normal  type  as  to  the  size,  shape,  consistency 
and  sensitiveness  of  the  urethral  adnexa,  were  in- 
cluded. In  regard  to  the  sensitiveness,  one  should 
never  forget  that  at  the  first  digital  examination  of  the 
prostate  there  is  ample  room  for  erroneous  state- 
ments. The  procedure  is  dreaded  by  the  most  of  the 
patients  and  even  intelligent  persons  mistake,  in 
their  embarrassment  at  the  beginning,  a  simple  pres- 
sure upon  the  healthy  organ  as  pain,  or  at  least  an 
irritation. 

The  most  positive  proof  of  the  condition  of  the 
urethral  adnexa  as  only  the  microscopic  examination 
of  the  expressed  discharge  of  those  organs  can  offer, 
is  to  be  considered  valueness.  At  this  stage  of  infec- 
tion, especially  in  very  acute  cases,  there  goes  on  in 
the  anterior  urethra  a  continual  secretion  of  a  profuse 
seropurulent  discharge,  which  sometimes  reappears  a 
few  seconds  after  prolonged  irrigation,  the  outflow- 
ing water  being  absolutely  clear  and  free  from  any 
admixture.  In  those  two  to  three  minutes  necessary 
for  carrying  out  the  massage  of  the  prostate  and 
spermatic  vesicles,  there  would  be  present  in  the 
canal  plenty  of  urethral  discharge  that  mingles  itself 
with  the  expressed  prostatic  secretion  and  renders 
the  results  of  the  microscopic  examination,  as  to  the 
real  nature  of  the  expressed  discharge,  more  than 
questionable.  Therefore,  as  a  rule  in  my  series  of 
observations,  I  would  limit  at  the  first  stance  the 
examination  of  the  prostate  and  spermatic  vesicles 
to  palpation,  leaving  the  microscopic  examination 
of  the  prostatic  discharge  for  a  later  date,  when  the 
most  fulminant  symptoms  of  the  acute  period  had 
subsided  imder  treatment, — ^namely,  the  irrigation  of 
the   anterior  urethra,   carried  out  twice   a  day  by 


68 

means  of  Spitzer's  modification  of  the  Majocchi  double 
current  nozzle.  The  patient  was  as  a  rule  advised, 
while  the  solution  flooded  the  urethra,  to  press  upon 
the  perineum  behind  the  scrotum,  thus  preventing 
the  fluid  penetrating  beyond  the  bulbous  urethra. 
Internally  gonosan  was  prescribed,  for  its  soothing 
effect  upon  the  irritated  mucosa. 

The  table  of  my  investigations  will  show  that  the 
earliest  date  for  the  starting  of  microscopic  examina- 
tion was  the  eighth,  the  latest  the  fourteenth  after 
the  infecting  intercourse  had  taken  place.  In  other 
words,  some  cases  either  had  a  less  foudroyant  course 
or  responded  more  readily  to  treatment  than  the 
others. 

For  the  purpose  of  obtaining  the  prostatic  dis- 
charge as  clear  as  possible,  the  Jadassohn-Goldberg 
irrigation  of  the  anterior  urethra  with  two  liters  of 
two  per  cent  boric  acid  solution,  carried  out  in  the 
most  exact  manner,  invariably  preceded  massage 
of  the  prostate  and  the  urine  was  voided  in  two  glasses, 
according  to  Bierhoff's  very  logical  suggestion;  be- 
cause a  far  larger  quantity  is  voided  in  the  first  glass, 
the  remainder,  representing  the  final  stream,  into  the 
second,  thus  securing  the  same  results  in  the  cases  of 
urethritis  posterior  not  present,  as  Kollmann's  5-3 
glass  test.  The  last  portion  of  the  urine  obtained 
after  Jadassohn-Goldberg  irrigation  was  in  all  cases 
absolutely  clear  and  limpid.  I  must  add  that  the 
second  portion  of  the  urine  was  in  all  cases  clear,  even 
without  the  application  of  the  Jadassohn-Goldberg 
test,  there  being  no  difference  between  the  urine 
voided  after  a  night's  rest  and  that  voided  during  the 
day.  I  need  not  emphasize  that  there  were  no  signs 
or  subjective  symptoms  of  a  posterior  urethritis. 
To  sum  up,  all  cases  in  this  investigation  presented 
a  strict  affection  of  the  anterior  urethra  only,  as  far 
as  a  very  careful  routine  clinical  examination  is  con- 
cerned. 
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Massage  was  always  carried  out  in  knee-elbow  posi- 
tion, but  in  the  most  effective  bi-manual  manner,  with 
the  buttocks  pushed  backwards  as  far  as  possible, 
with  the  knees  in  the  maximum  of  flexion. 

In  the  course  of  four  years  I  have  collected  records 
of  nineteen  cases  in  which  all  requirements  of  my 
research  work  were  present  in  the  most  ideal  com- 
bination. 

TABLE  I. 

SERIES    OF    EXAMINATIONS    OF    THE    PROSTATIC 
DISCHARGE. 

Series.  No.  of  Exam-    Discharge 

inations.  Began. 


A.  3  8th 

B.  5  10th 

C.  6  11th 

D.  4  12th 

E.  2  14th 


Day  after  the  infection 


Macroscopical  aspect  of  all  specimens  was,  without 
exception,  normal. 

Microscopic  examination  of  the  specimens  revealed 
as  shown  in  Table  2: — 

TABLE  II. 

Series.        Cases.        No.  of  exam-  Finding, 

inations. 

A.  3  5  Nothing  abnormal. 

B.  3  6  Nothing  abnormal. 

B.  2  5  Polynuclear  leucocytes  (4-6). 

Epithelium  cells.  Other- 
wise no  pathological  ele- 
ments. 

C.  3  4  Nothing  abnormal. 

C.  1  3  Few  polynuclear  leucocytes. 

C.  1  3  Few  polynuclear  leucocytes, 

some  including  gonococci. 
Epithelium  cells. 

D.  3  5  Nothing  abnormal. 

D,  1  3  Polynuclear     leucocytes     in 

moderate  numbers.  Few 
intra-celltUar  gonococci. 
Epithelium  cells. 

E.  1  3  Polynuclear  leucocytes.  Epi- 

thelium cells. 
E.  1  4  Polynuclear  leucocytes.     In- 

tra-cellular  gonococci.  Epi- 
theUum  cells. 
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Analysis  of  the  Tables. 

Out  of  nineteen  cases  of  acute  gonorrhceal 
urethritis  anterior,  with  no  objecttive  or  subjective 
clinical  symptoms  of  the  participation  of  the  posterior, 
twelve  cases  presented  no  pathological  findings  in  the 
discharge  of  the  prostate.  The  examination  started 
as  early  as  on  the  eighth  and  as  late  as  on  the  twelfth 
day  after  the  suspected  cohabitation. 

The  remaining  seven  cases  contained  pus  cells,  in 
the  discharge  of  the  prostate,  and  out  of  these  seven 
specimens  three  revealed  the  presence  of  gonococci. 
One  of  these  three  specimens  was  obtained  on  the 
eleventh,  one  on  the  twelfth,  and  the  last  on  the 
fourteenth  day  after  the  suspected  infection.  On 
the  whole,  ten  examinations  have  been  made  in  the 
three  cases  containing  gonococci,  eleven  examina- 
tions in  the  four  cases  with  polynuclear  leucocytes 
in  the  prostatic  discharge.  The  three  cases  with 
gonococci  in  the  prostatic  discharge  are  recorded  as 
having  a  fulminant  course,  with  profuse  discharge, 
and  oedema  of  the  foreskin.  The  case  of  series  D  was 
conspicuous  for  swelling  and  tenderness  of  the  inguinal 
glands.  That  those  three  cases  containing  gonococci 
had  a  rather  severe  course  can  be  inferred  from  the 
fact  that  I  could  start  examining  the  discharge  at  a 
relatively  late  date.  I  wish  to  add  that  the  number 
of  examinations  refers  only  to  those  which  were  carried 
out  before  I  began  the  irrigation  treatment  of  the 
whole  urethra  according  to  Janet's  method. 

Even  if  we  concur  with  BierhofE's  statement  that 
there  are  cases  of  congestion  in  the  prostate,  caused 
by  many  different,  non-gonorrhoeal  pathologic  con- 
ditions, such  as  constipation,  pronounced  anemia, 
and  particularly  by  masturbation,  and  such  conges- 
tion can  be  responsible  for  the  presence  of  polynuclear 
leucocytes  in   the   prostatic  discharge,   it  must  not 
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apply  to  all  cases  where  there  are  polynuclear  leu- 
cocytes in  the  discharge  while  the  anterior  urethra  is 
the  seat  of  an  acute  gonorrhoea.  The  presence  of 
gonorrhoea  in  the  latter  cases  might  result  from  the 
effect  of  gonotoxins  which  have  been  brought  into 
this  region.  Certainly,  we  cannot  exactly  classify 
such  condition  as  prostatitis  gonorrhoeica,  even  in  its 
mildest  form,  for  which  Finger  suggests  the  name 
"catarrhalis."  But  we  must  consider  such  condition 
as  a  gonorrhoeal  prostatitis  as  soon  as  there  are  pres- 
ent gonococci  within  the  expressed  discharge,  as,  for 
example,  in  the  cases  of  series  C,  D  and  E. 

There  exists,  therefore,  an  acute  prostatitis  gonor- 
rhoeica catarrhalis  without  any  concurrent  urethritis 
posterior.  This  pathologic  condition  can  put  in  an 
appearance  very  early  (in  my  observations  the  earliest 
date  when  gonococci  were  found,  was  the  tenth) .  It 
must  be  borne  in  mind  that  this  date  does  not  neces- 
sarily indicate  the  beginning  of  the  infection  in  the 
prostate,  as  I  did  not  consider  it  rational  to  obtain 
the  prostatic  discharge  at  an  earlier  date,  on  account 
of  the  profuse  discharge,  and  the  gonococci  might 
have  been  present  for  a  longer  time.  All  this,  as  I 
pointed  out  repeatedly,  without  the  slightest  symptom 
of  the  urethritis  posterior. 

Finger,^  in  his  classic  monograph  on  "Blenorrhoe," 
maintains  a  different  view  in  this  regard.  In  the 
chapter  dealing  with  the  gonorrhoeal  infection  of  the 
prostate,  under  the  heading  "Symptomatology,"  he 
asserts  that  only  a  urethritis  posterior  can  be  followed 
by  a  prostatitis  gonorrhoeica,  unless  the  gonococci- 
loaded  pus  has  been  deposited  with  an  instrument 
upon  the  surface  of  the  prostate,  in  which  case  the 
prostatitis  can  develop  immediately,  at  any  time. 
Otherwise,  where  there  was  no  instrumental  infection 

*  Finger.  "Die  Blenorrhoe  der  Sexualorgane,"  1895,  p.  266. 
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of  the  prostate,  the  normal  course  of  the  propagation 
of  infection  would  be  a  steady  growth  of  the  gonococci 
upon  the  surface  of  the  urethra  until  the  f)osterior  has 
been  reached.  This  event  can  occur,  according  to 
Finger's  calculations,  not  before  the  middle  or  end 
of  the  third  week,  under  normal  circumstances.  The 
prostate  is  in  such  cases  affected  either  simultaneously 
or  as  soon  as  the  posterior  urethritis  sets  in,  the 
symptoms  of  both  clinical  pictures  coinciding. 

But  are  there  not  on  record  observations  in  which 
as  in  my  three  cases,  the  gonococci  were  found  in  the 
prostatic  discharge,  without  a  preceding  artificial 
infection  through  reckless  instrumentation,  and  still 
at  a  period  much  earlier  than  the  one  given  by  Finger? 
Wossidlo^  in  his  most  up-to-date  treatise,  "Gonor- 
rhoea in  the  Male,"  expresses  himself  as  follows:  "Not 
in  every  case  of  acute  prostatitis  are  we  able  to  find 
urethritis  posterior."  He  quotes  also  such  an  author- 
ity as  Neisser,  who  could  prove  invasion  of  gonococci 
into  the  prostatic  ducts  without  finding  the  germs  in 
the  posterior  urethra  as  such.  De  Santos  Saxe^  in  his 
excellent  paper  on  "The  Persistence  of  the  Gk)nococci 
in  the  Prostate,"  presented  at  last  year's  meeting  of 
this  Society,  says:  "There  is  some  authority,  perhaps, 
for  the  supposition  that  a  primary  infection  of  the 
prostate  may  take  place,  the  gonococci  passing 
directly  into  the  prostate  ducts  during  the  coitus. 
(Neisser,  Putzler,  Pezzoli  and  others.)  Still  other 
authors  (Goldberg,  Notthaft)  suggest  the  possible 
skipping  of  the  posterior  urethra  by  the  infection, 
which  jumps  from  the  anterior  urethra  directly  into  the 
prostate.  While  there  may  be  some  facts  in  support 
of  this  theory,  it  seems  to  be  somewhat  less  plausible 
than  the  simple  explanation  which  satisfies  conditions 


1  Wossidlo.  "Die  Gonorrhce  des  Mannes,"  1903,  p.  205. 

2  G.  De  Santos  Saxe.  "Transactions  of  the  American  Urological  Asso- 
ciation." 1909,  p.  143. 
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met  with,  namely,  that  the  posterior  urethra  has 
healed,  while  the  prostatitis  persists  in  those  cases  in 
which  the  latter  alone  is  found.  One  of  the  latest 
contributions  to  the  question  of  the  earliest  date  of 
the  infection  of  the  prostate  is  one  by  Deschamps^ 
which  came  to  the  writer's  notice  when  his  material 
was  collected  and  the  investigations  were  accom- 
plished. This  author  started  his  investigations,  the 
method  of  which,  upon  the  whole,  resembles  the  one 
described  above  by  the  writer,  in  order  to  prove  that 
Janet's  method  of  total  irrigation  of  the  whole  urethra 
even  in  the  cases  of  a  urethritis  anterior,  as  suggested 
by  Janet,  cannot  be  held  responsible  for  a  number  of 
complications,  especially  of  acute  prostatitis  as  claimed 
by  many  authors.  Deschamp's  proof  consisted  in 
research  of  the  earliest  possible  date,  of  an  eventual 
affection  of  the  prostate  in  the  cases  of  non-treated 
urethritis  anterior.  While  the  underlying  principle 
is  correct,  the  most  important  point  of  Deschamp's 
examination  scheme — the  beginning  of  the  examina- 
tion of  the  prostatic  discharge  as  early  as  two  days 
after  the  infecting  intercourse  in  three  cases,  on  the 
fourth  day  in  three  cases,  on  the  fifth  in  three  cases, — 
renders  the  results  of  his  findings  (ten  out  of  eighteen 
cases  had  the  infection  of  the  posterior  without  any 
artificial  infection  in  the  intervals  ranging  between 
two  and  eight  days)  more  than  questionable  on 
account  of  rapid  and  copious  secretion  of  the  anterior 
urethra  in  the  very  first  few  days  after  the  infection. 
I  have  obviated  this  disturbing  factor  by  delaying 
the  examination  until  the  most  ftilminant  period  is 
over.  Thus  this  contribution  to  the  question  which 
interests  us  cannot  be  considered  as  a  convincing 
argument  for  the  existence  of  a  prostatitis  without  a 


1  Deschamps.  "Untersuchungen  iiber  die  Propagation  des  Gonococcus 
in  dem  hinteren  Teil  der  Urethra"  (quoted  from  an  abstract  in  "Zeitschrift 
ffir  Urologie."  1907,  xii.  p.  1049). 
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urethritis  posterior,  although  it  doubtless  had  a  very- 
correct  observation  of  the  French  author  regarding  a 
much  earlier  date  of  a  possible  infection  of  the  gland 
than  the  standard  works  on  this  subject  generally 
admit. 

Thus  we  have  the  very  authoritative  statements 
of  Neisser,  Wossidlo,  and  other  reliable  observers  and 
investigators  in  this  particular  field  of  urology,  as  to  a 
possibility  of  a  prostatitis  gonorrhoea  without  a  pre- 
ceding or  concomitant  urethritis  posterior.  We  know 
also  what  explanation  has  been  given  for  such  an 
occurrence.  From  a  biological  point  of  view  we  have 
no  right  to  treat  the  gonococcus  any  differently  than 
the  other  members  of  its  family  causing  suppuration. 
Such  a  vague  explanation  as  "jumping,"  "skipping," 
in  speaking  of  the  propagation  of  an  infection,  should 
not  be  met  with  in  scientific  works.  It  would  be  an 
insult  to  observers  of  gonorrhoea  of  Neisser's  rank  to 
presume  that  they  could  overlook  an  infection  of  the 
posterior  urethra  which  caught  the  treating  urologists 
napping  and  this  nap  lasting  so  long  that  the  posterior 
had  time  to  heal  up,  leaving  behind  a  trace  in  form  of 
prostatitis. 

The  writer  observed  his  cases  with  the  greatest 
attention  and  could  not  discover  at  any  time  the 
slightest  symptom  of  posterior  urethritis.  But  instead 
of  vague  hypothesis,  he  tried  to  come  to  some  scien- 
tific explanation  of  that  so-called  "skipping"  and 
"jumping"  of  the  gonococcus,  and  believes  to  have 
found  an  explanation  of  this  puzzling  phenomenon 
which  suits  better  our  physiological  and  anatomical 
conceptions  than  the  explanation  before  offered. 

If  you  remember,  one  of  the  three  cases  of  my 
material  which  contained  gonococci  in  the  prostatic 
discharge,  has  been  recorded  as  presenting  oedema 
and  swelling  of  the  foreskin,  and  tenderness  of  the 
inguinal   lymphatic    glands.     I    asked    myself   what 
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was  the  connection  between  the  urethral  infection, 
oedema  and  irritation  of  the  lymphatic  system,  and 
began  studying  the  very  scant  data  on  this  subject 
in  the  urological  literature. 

Finger,*  describing  the  clinical  picture  of  acute 
gonorrhceal  urethritis  anterior,  says  that  occasionally 
the  prepuce  is  in  the  condition  of  oedema  either  retain- 
ing its  normal  color  or  appearing  red,  this  redness 
spreading  gradually  more  or  less  over  the  entire  skin 
of  the  penis.  Frequently  there  can  be  seen  and  felt 
beneath  the  skin  one  or  several  cylinder  or  spindle- 
shaped  cord-like  bodies  reaching  sometimes  the  thick- 
ness of  the  little  finger,  which  condition  extends  along- 
side of  the  penis  from  the  prepuce  to  the  symphysis. 
Those  bodies  are  very  tender  and  hard.  The  over- 
lying skin  may  be  still  movable  or,  if  it  is  red  and 
oedematous,  it  may  adhere  to  those  cords.  The  begin- 
ning of  the  cord  formation  can  be  located  to  either 
side  of  the  fraenum,  from  which  point  they  pass  up- 
wards in  the  sulcus  coronarius  and  join  in  the  middle 
line  of  the  dorsal  surface.  Those  cord -like  bodies  are 
inflamed  lymphatic  vessels,  the  whole  condition  being 
an  acute  lymphangitis. 

Bruhns'  mentions  suppuration,  which  occasionally 
takes  place  in  the  course  of  the  gonorrhceal  lymphan- 
gitis and  which  leads  to  the  formation  of  bubonuli. 
According  to  the  same  author  the  inflammation  of 
the  lymphatic  vessels  may  continue  into  the  lymphatic 
glands  of  the  groin  and  terminate  there  in  suppuration. 
As  well  in  the  contents  of  the  suppurated  inguinal 
glands,  so-called  gonorrhceal  bubo,  as  in  the  bubonuli, 
may  occasionally  be  detected  gonococci.  Nobl  could 
demonstrate  in  five  cases  of  gonorrhceal  lymphangitis 
gonococci  in  the  intima  of  the  lymphatic  vessels ;  Haus- 


'  Finger,  loc.  cit.,  p.  54. 

"  Bruhns.  "Venerische  Krankheiten"  in  Riecke's  Handbuch,  p.  465. 
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teen*  found  in  three  cases,  von  Zeissl  in  two  cases, 
gonococci  in  the  contents  of  suppurated  inguinal 
glands. 

If  there  was  a  migration  of  gonococci  with  the 
lymph  current  into  the  lymphatic  vessels  of  the  skin 
of  the  penis,  and  further  into  the  inguinal  glands, 
which  was  alone  enabled  through  anastomosis  between 
the  lymphatic  systems  of  the  skin  and  urethral 
mucosa,  were  not  there  incomparatively  more  chances 
for  such  migration  of  germs  from  the  lymph  system 
of  the  anterior  urethra  into  the  lymph  system  of  the 
prostate?  In  such  a  case,  both  puzzling  phenomena, 
the  intactness  of  the  posterior  urethra  and  the  pres- 
ence of  gonococci  in  the  prostatic  ducts  would  find 
its  natural  explanation. 

The  anatomy  of  the  urethral  lymphatics  is  not 
worked  out  very  exactly.  The  best  information  on 
this  subject  may  be  obtained  from  the  excellent 
treatise  on  "Sexual  Organs  of  the  Male,"  by  Eberth.^ 
According  to  this  author,  the  lymphatics  of  the 
urethral  mucosa  form  a  dense  network  which  has  in 
the  rear  anastomosis  and  with  lymphatics  of  the  mucous 
membrane  covering  the  trigonum,  and  in  the  front, 
at  the  glans  penis,  communicating  with  the  lymphatic 
vessels  of  the  skin  of  the  penis.  The  urethral  lym- 
phatic nets  and  capillaries  form  by  gradual  conflu- 
ence a  double  lymphatic  trunk  which  is  imbedded  in 
the  mucosa  and,  being  connected  at  the  fraenum  with 
the  lymphatic  system  of  the  glans,  reaches  in  the  rear 
as  far  as  pars  membranacea,  where  it  communicates 
on  the  one  side  with  the  inguinal  lymph  glands,  on  the 
other  with  the  lymphatic  system  of  the  prostate. 
As  Sappey  and  Waldeyer  demonstrated  on  the  prostate 
of  the  dog,  this  organ  has  three  distinct  lymphatic 


»  Wossidlo,  loc.  cit.,  p.  200. 

2  Eberth.  "Die  mannlichen  Geschlechtsorgane,"  1904,  pp.  156  and  200. 
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regions,  one  on  the  lateral,  one  on  the  posterior  aspect 
and  one  on  the  lower  surface  of  the  gland.  The  last  is 
the  one  which  connects  the  lymphatic  system  of  the 
prostate  with  the  lymphatics  of  the  urethral  mucosa, 
as  mentioned  before. 

In  the  writer's  opinion,  the  only  way  which  the 
gonococcus  can  propagate  in  the  cases  of  acute 
glandular  or  catarrhal  prostatitis,  where  there  is  a 
total  absence  of  symptoms  of  a  posterior  urethritis, 
is  the  endo-lymphatic  one,  thus  doing  away  with  all 
unscientific  theories  given  in  explanation  of  this 
seemingly  puzzling  phenomenon :  a  prostatitis  without 
any  posterior  urethritis.  More  observations  will  be 
gathered  upon  the  coincidence  of  the  foudroyant 
course  of  the  gonorrhceal  infection  with  which  oedema- 
tous  swelling  of  prepuce  and  the  lymphangitis  are 
mostly  affiliated,  and  the  acute  prostatitis  without 
the  aflfection  of  the  posterior  urethra,  in  order  to  shed 
full  light  on  the  subject  in  question.  Certainly  the 
observations  must  be  carried  out  with  the  utmost 
care  in  order  to  avoid  errors  and  misconceptions. 

What  are  the  practical  conclusions  of  the  writer's 
and  other  authors'  finding  of  an  endoglandular  or 
catarrhal  prostatitis  gonorrhoea  without  concomitant 
symptoms  of  a  posterior  urethritis  ? 

It  is  a  categorical  demand  for  examination  of  the 
prostatic  discharge  in  all  cases  of  anterior  urethritis 
under  precautions  warranting  an  unequivocal  resvilt, 
as  pointed  out  before.  Only  then  may  we  hope  to 
avoid  mistaking  an  auto-reinfection  from  a  prostatitis 
undetected  by  means  of  our  routine  inspection  and 
examination — ^for  a  fresh,  genuine  gonorrhceal  infec- 
tion from  an  external  source.  Certainly,  in  a  good 
number  of  my  cases,  where  I  used  to  doubt  the  truth- 
fulness of  my  patient's  statements,  I  was  mistaken, 
and  wrong  in  denouncing  my  patients'  willful  disregard 
of  my  directions  in  regard  to  cohabitation. 
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But  while  for  the  patient  and  physician  such  an 
overlooked  and  undetected  gonorrhceal  prostatitis  is 
a  source  of  bother  and  unpleasantness,  it  may  become 
a  danger  for  the  innocent,  should  the  patient  become 
a  so-called  chronic  gonococci  carrier.  The  writer  had 
opportunity  to  express  this  opinion  at  the  First  Ger- 
man Congress  for  Urology,  held  in  Vienna  in  October, 
1907,  in  the  discussion  which  followed  the  presentation 
of  the  paper,  "Clinical  Studies  on  Gonococci,"  by 
Picker,  of  Budapest. 

If  my  explanation  of  lymphatic  vessels  as  the 
channel  the  gonococci  occasionally  use  in  their 
migration  into  the  prostatic  ducts,  without  involving 
the  mucous  membrane  of  the  posterior  urethra,  shall 
be  favorably  received,  because  it  fits  better  our 
anatomical  and  biological  conceptions  accepted  here- 
tofore as  explanation  for  the  above  phenomenon,  I 
shall  feel  highly  gratified. 


FURTHER   OBSERVATIONS    ON    THE   VERU- 
MONTANUM. 


JOHN  A.  HAWKINS, 

PITTSBURGH.   PA. 


Although  probably  the  most  prevalent  disease  of 
adult  life,  very  little  more  is  known  today  concerning 
blennorrhea  of  the  sexual  organs  than  in  1882,  when 
Neisser  gave  in  detail  the  description  of  the  coccus 
reported  first  by  him  in  1879.  From  Neisser  we 
learned  the  cause  of  the  disease  and  in  reading  the 
text-books  and  literature  of  the  present  day  and  com- 
paring it  with  that  of  twenty-five  years  ago,  we  are 
impressed  with  the  fact  that  it  is  practically  a  repro- 
duction of  the  works  of  Ultzmann,  Otis,  Guyon,  Bumm, 
Finger  or  Keyes.  This  should  be  qualified  somewhat, 
for  during  the  past  few  years  of  medical  nihilism  even 
urology  has  suffered. 

In  surgery  much  has  been  accomplished  in  the 
central  and  mesial  portions  of  the  urinary  tract,  but 
the  terminal  portion,  the  urethra,  has  been  subjected 
to  all  kinds  of  abuse  with  little  or  no  good  results. 
This  cannot  be  accounted  for  by  the  absence  of  care- 
ful, thoughtful  and  conscientious  investigators,  for 
such  is  not  true  and  the  reason  must  be  assigned  to  some 
other  causes.  If  a  patient  has  an  obscure  condition 
in  his  abdomen  or  even  his  skull,  he  will,  without  great 
hesitation,  permit  the  surgeon  to  cut  into  the  sus- 
pected part;  but  when  it  comes  to  the  terminal  part 
of  the  male  sexual  apparatus  things  are  quite  different 
and  he  at  once  balks. 
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A  goodly  portion  of  this  failure  to  do  more  satis- 
factory -work  in  the  urethra  is  due  to  the  fact  that 
the  general  surgeon,  the  family  doctor  and  others, 
have  from  time  immemorial  taught  the  patient  that 
clap  is  but  an  insignificant  disease  at  the  best,  and 
that  any  one  can  cure  it  in  a  few  days  or  weeks,  and 
that  there  is  no  necessity  for  the  patient  going  to  one 
doing  genito-urinary  work  exclusively.  With  all  due 
respect  for  the  ability  of  these  gentlemen  we  are  com- 
pelled to  call  into  question  their  egotism,  and  every 
genito-urinary  surgeon  of  experience  can  testify  that 
there  is  more  malpractise  in  the  line  of  urology  than 
in  any  other  branch  of  medicine,  and  that  no  matter 
how  expert  he  is  as  a  surgeon,  or  family  physician,  it 
is  exceptional  that  he  is  an3rthing  but  a  bungler  in 
genito-urinary  surgery,  and  the  sooner  he  appreciates 
his  patient  rather  than  his  vanity  the  better  it  will 
be  for  the  former. 

The  verumontanum,  located  in  the  most  capacious 
part  of  the  prostatic  urethra,  projects  upward  from 
the  floor  about  3  mm.  and  is  about  3  mm.  wide  at  its 
base.  (The  illustration  in  Fig.  A  is  slightly  larger 
than  the  average  verumontanum.)  When  the  tube 
is  passed  along  the  floor  of  the  urethra  the  heighth 
can  be  lessened  until  only  its  top  is  seen,  and  if  gently 
pushed  further  towards  the  bladder  it  completely 
disappears.  When  inserted  about  one-half  inch 
further,  urine  will  appear  in  the  tube,  as  the  opening 
of  the  fenestrum  has  passed  the  internal  sphincter 
of  the  urethra. 

The  mouth  of  the  utricle  is  located  near  the  top  of 
the  verumontanum  and  the  openings  of  the  ejacula- 
tory  ducts  near  its  lower  lateral  borders.  At  the 
anterior  part  of  the  verumontanum  and  attached  to 
the  floor  of  the  urethra  is  a  frenum-like  structure, 
which  I  believe  contains  muscle  fibres  and  inclines  the 
tip  of  the  caput  forward  during  ejaculation,  thereby 
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permitting  the  semen  to  flow  directly  into  the  lumen 
of  the  canal  rather  than  against  the  roof  of  the 
urethra,  which  would  be  the  result  did  the  caput  not 
tilt  forward  at  that  time. 

Finger,  in  his  monograph,  "Blennorrhea,"  published 
by  Wood  in  1889,  than  which  there  is  nothing  better 
even  at  this  late  day,  pictures  the  verumontanum 
just  as  I  have  seen  it  many  times,  but  strange  to  say 
different  from  illustrations  of  more  recent  date,  few  of 
which  are  alike. 

In  earlier  studies  of  this  part  of  the  urethra  I  was 
of  the  impression  that  the  verumontanum  alone  was 
affected,  but  from  more  extensive  observation  I 
believe  that  in  practically  all  cases  the  floor  of  the 
urethra  is  involved  at  the  same  time,  and  that  inflam- 
mation of  the  deep  urethra  is  always  an  accompani- 
ment of  inflammation  of  the  verumontanum.  All 
the  gland  lobules  making  up  the  prostate,  some  twenty 
or  more  in  number,  open  around  the  base  of  the  veru- 
montanum, and  it  is  only  natural  to  assume  that 
inflammation  of  these  lobules  succeed  inflammation 
of  the  verumontanum  and  deep  urethra.  The  veru- 
montanum is  a  part  of  the  deep  urethra  and  not  of 
the  prostate,  as  has  been  most  positively  shown  by 
the  micro-photographs  of  Dr.  Alexander,  but  I  am 
unable  to  assign  a  reason  for  the  structure  of  a  polyp 
which  I  recently  removed  from  the  posterior  surface 
of  j  the  verumontanum  which  was  made  up  of  the 
same  histological  elements  as  the  prostate.  This  is 
the  first  polyp  I  have  ever  seen  in  this  location.  It  is, 
of  course,  possible  that  the  structure  of  the  veru- 
montanum and  prostate  are  identical  and  such  may 
be  the  case. 

Since  the  last  meeting  of  this  association  I  have 
had  no  reason  to  change  my  line  of  treatment  in  these 
cases,  the  application  of  solutions  of  silver  nitrate  of 
strengths  varying  from  two  to  fifteen  or  even  twenty 
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per  cent,  and  I  have  yet  to  see  my  first  case  of  epididy- 
mitis following  the  application  of  these  solutions. 
They  are  always  made  through  the  urethroscope  with 
mops  of  cotton  and  the  excess  solution  is  not  removed 
from  the  mops.  In  other  words,  the  mops  are  soaked 
with  the  solution,  which  is  allowed  to  bathe  the  whole 
illuminated  field,  and  the  immediate  neighborhood 
swabbed  as  the  tube  is  moved  about.  Many  years 
ago  Ultzmann  and  others  advised  strong  solutions  for 
the  deep  urethra,  but  mild  ones  for  the  anterior,  and 
their  teachings  were  without  doubt  based  on  their 
experience.  The  stronger  solutions  give  far  less  pain 
than  the  weaker  ones  and  this  has  been  known  for 
years  by  throat  specialists.  Some  cases  may  take 
iodin  well,  but  there  will  be  more  pain  following  its 
use.  As  to  the  solid  stick,  my  impression  is  that  its 
application  cannot  be  so  evenly  distributed  as  the 
solution.  The  strength  in  all  cases  must  be  governed 
by  two  factors, — the  feelings  of  the  patient  and  the 
result.  In  three  or  four  minutes  after  the  application 
of  the  anaesthetic,  cocaine,  alypin,  or  whatever  is 
your  choice,  the  tube  can  be  passed.  Some  degree 
of  bleeding  nearly  always  follows  the  passage  of  the 
tube  the  first  time  or  two  if  the  verumontanum  is 
much  inflamed.  This,  of  course,  must  be  mopped 
away  before  applying  the  silver,  but  it  is  extremely 
rare  that  adrenalin  or  styptics  are  necessary.  There 
may  be  a  little  bleeding  during  the  first  urination 
following  the  treatment,  but  this  is  rarely  more  than 
a  small  clot.  The  after-pain  is  rarely  of  consequence, 
although  nearly  all  patients  report  some  irritation 
for  the  first  twenty-four  hours,  but  few  complain  of 
real  pain.  The  most  painful  stage  of  the  whole  pro- 
ceeding, it  seems  to  me,  is  the  withdrawal  of  the  tube, 
the  window  naturally  dragging  over  the  verumon- 
tanum. Some  patients  complain  of  this,  while  others 
make  no  mention  of  it. 
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As  to  the  causes  of  inflammation  of  the  veru- 
montanum  gonorrhoea  is  the  most  frequent;  but  any- 
thing which  gives  rise  to  a  chronic  congestion  in  these 
parts  may  be  followed  by  inflammation.  For  in- 
stance, one  of  the  most  pronounced  cases  it  has  been 
my  lot  to  see  was  the  case  of  a  medical  gentleman 
whose  verumontanum  is  pictured  in  Figs.  B  and^C. 
The  history  of  his  case  is  as  follows :  His  trouble  began 
when  he  was  seventeen  years  old.  He  had  mastur- 
bated, he  said,  to  excess  for  about  two  years.  He  is 
now  thirty-five.  Having  ceased  the  masturbating 
habit,  he  was  troubled  with  nocturnal  emissions,  as 
many  as  three  in  a  night  having  occurred.  Pain  in 
the  sacral  region  and  perineal  formication  was  marked. 
Should  he  approach  a  woman  with  an  erection,  as  soon 
as  he  would  introduce  the  penis  it  would  become  flaccid 
and  ejaculation  would  occur.  Coitus  was  always 
imsatisfactory  until  after  entering  college,  at  which 
time  he  took  up  with  a  "Grisette."  For  a  time  he 
became  apparently  normal,  but  he  went  to  excess 
and  the  old  symptoms  of  pain  in  the  back,  with  emis- 
sions, recurred.  Leaving  college  and  his  mistress,  he 
again  improved  for  a  time,  but  the  old  condition, 
flaccid  penis  and  premature  ejaculations,  returned. 
His  first  treatment,  an  application  of  ten  per  cent 
solution  of  silver  nitrate  on  a  cotton  mop  to  the  veru- 
montanum, was  followed  by  marked  relief.  As  he 
returned  rather  early  for  his  second  treatment  he 
was  given  at  this  time  two  per  cent,  and  he  suffered 
for  several  days  thereafter,  requiring  anodynes  for 
relief.  The  third  treatment  was  followed  by  four 
hours  of  pain,  but  patient  was  dosing  himself  with 
buchu,  hyoscyamus,  and  bromides.  This  was  seven 
per  cent  strength.  The  fourth  treatment,  which 
was  of  ten  per  cent  silver,  was  followed  by  irritation 
which  lasted  during  the  night  only.  The  fifth  treat- 
ment was  with  fifteen  per  cent  and  caused  very  little 
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distress.  There  was  no  bleeding  from  the  urethra 
or  verumontanum  at  this  treatment.  Note  the 
difference  between  Fig.  C  made  at  this  time  and 
Fig.  B  made  at  the  beginning  of  treatment.  The 
intervals  between  treatments  were  irregular,  as  no 
treatment  was  made  at  times  when  he  was  suffering 
much  irritation. 

You  will  note  that  these  five  treatments  covered  a 
period  of  two  months.  You  will  also  observe  that 
this  patient  suffered  from  sacral  pain.  Reflected  pain 
is  a  common  symptom.  The  deep  urethra  is  supplied 
with  spinal  nerves  from  the  sacral  plexus.  Pain  in  the 
anterior  two  inches  of  the  pendulous  urethra  is  a  com- 
mon symptom  and  may  lead  one  to  that  part  of  the 
tract  in  search  of  the  cause.  Frequent  urination  and 
efforts  to  expel  another  drop  after  urinating,  and  some- 
times followed  by  a  drop  of  blood,  is  a  symptom  com- 
mon to  many  patients.  Fullness  or  heaviness  in  the 
deep  urethra  reflected  to  the  rectum  or  perineum  is 
quite  common.  Shreds  in  the  urine  is  a  deceptive 
symptom.  They  may  be  present  in  abundance  today, 
skip  a  day  or  so,  and  again  be  in  evidence.  The  sexual 
apparatus  usually  shows  evidences  of  irritation. 
Continued  erections  without  apparent  cause,  even 
while  the  patient  is  awaiting  treatment,  have  been 
observed.  Later,  from  prolonged  irritation,  the  oppo- 
site train  of  symptoms  appear, — loss  of  sexual 
desire,  weak  erections  with  premature  or  delayed 
ejaculation.  With  the  occurrence  of  ejaculation  the 
patient  is  often  annoyed  by  sharp  pain  of  varying 
degree  in  the  deep  urethra  or  reflected  to  the  perineum 
or  rectum.  The  prostate  and  vesicles  may  or  may 
not  be  involved,  and  if  diseased  should  receive  atten- 
tion. Pruritis  ani  is  complained  of  by  a  certain 
percentage  of  patients.  Hypochondriasis  is  not  infre- 
quent. As  in  all  inflammations  of  the  posterior 
urethra  in  which  the  verumontanum  is  involved, 
pollutions  are  not  uncommon. 
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Figs.  D  and  E  show  malformations  of  the  veru- 
montanum  which  can  be  removed  by  continued 
treatment  with  fifteen  per  cent  solution  of  silver,  or 
with  the  urethral  galvano-cautery,  or  acid  on  the  end 
of  a  wire. 

Fig.  F  shows  a  transitory  stage  near  recovery,  and 
Fig.  A  is  the  same  verumontanum  as  Fig.  G,  but  four 
months  later.  This  patient  was  treated  as  follows: 
Fridays  his  verumontanum  and  deep  urethra  were 
swabbed  with  fifteen  percent  solution  of  silver  nitrate, 
and  Mondays  he  was  irrigated  with  eight  drops  of 
pure  nitric  acid  in  a  1,000  c.c.  of  warm  water.  Toward 
the  end  of  the  treatment  the  strength  of  the  silver 
solution  was  reduced  to  ten  per  cent  and  later  to  five 
per  cent.  The  irrigations  always  alternated  with  the 
swabbings.  The  last  month  was  marked  by  but 
two  swabbings  and  two  irrigations.  This  patient 
never  complained  of  the  least  particle  of  pain,  just 
a  slight  urinary  frequency  for  the  first  twenty-four 
hours,  and  always  celebrated  his  irrigation  events  by 
a  single  sexual  act  without  pain  and  with  great  satis- 
faction. 

Fig.  H  represents  the  verumontanum  of  a  Greek 
who  was  brought  to  me  by  a  medical  gentleman  who 
closely  watched  the  manipulations,  bought  a  urethro- 
scope and  is  evidently  satisfied  with  his  results,  as  I 
never  saw  the  patient  again. 

Fig.  I  represents  a  case  of  many  years'  standing. 
The  verumontanum  is  evidently  destroyed.  He  had 
been  treated  by  sounds  and  instillations  of  different 
substances  for  more  than  twenty  years.  Some  fifteen 
years  ago  I  treated  him  in  the  same  manner.  With 
the  urethroscope  I  cotdd  accomplish  no  more  than 
with  irrigations  and  sounds,  the  irritation  disappear- 
ing for  about  a  year  and  again  returning. 

Fig.  J  represents  a  not  uncommon  condition,  the 
utricle  being  filled  with  a  gelatinoid  substance  which, 
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when  expressed  quickly,  assumes  the  consistency  of 
slightly  softened  gum  arabic  and  sticks  to  the  cotton 
mop  and  the  sides  of  the  tube.  Its  significance  is 
very  slight. 

For  the  reasons  stated  at  the  last  meeting  I  still 
adhere  to  the  urethroscope  in  which  the  light  is  situ- 
ated outside  the  tube  and  the  parallel  rays  of  light  are 
thrown  down  the  tube  by  a  condenser  and  prism. 
I  intend  sooner  or  later  to  attach  Young's  modifica- 
tion of  Otis'  urethroscope  to  my  Leiter  tubes,  with 
the  expectation  of  getting  even  better  illumination. 
As  stated  in  previous  papers,  the  objection  to  the 
tubes  with  light  at  the  distal  end  is  that  a  certain 
amount  of  bleeding  is  present  at  some  time  or  other 
in  practically  all  cases  where  the  verumontanum  or 
deep  urethra  is  inflamed,  and  this  blood  cannot  be 
prevented  from  drying  on  the  lamp  and  cutting  out 
a  portion  or  all  of  the  light. 

DISCUSSION 

OF    PAPERS   OF   DRS.    WOLBARST,   WOLF   AND   HAWKINS. 

Dr.  James  A.  Gardner  of  Buffalo :  I  am  very  much  inter- 
ested in  Dr.  Hawkins'  paper  on  the  verumontanum.  I  was 
interested  last  year  when  he  read  his  paper  on  that  subject. 
I  had  been  doing  some  of  that  work,  and  in  the  past  year  I 
have  done  a  good  deal  more  of  it.  I  would  like  to  corroborate 
everything  the  doctor  has  said.  He  uses  solutions  of  nitrate 
of  silver,  but  I  have  had  very  much  better  results  from  the 
use  of  the  pure  stick  nitrate  in  the  form  of  a  crayon  about 
as  large  as  a  lead  pencil  point.  With  a  holder  this  can  be 
applied  to  the  verumontanum  just  where  one  desires  and  also 
to  the  floor  of  the  urethra.  Because  of  the  strength  it  acts 
practically  as  an  anaesthetic.  After  one  application  to  a 
puffed,  congested,  hypertrophied  verumontanum  it  is  really 
remarkable  the  way  it  shrinks  up.  Some  of  these  cases 
which  had  previously  interested  me  because  I  had  spent  so 
much  time  in  trying  to  cure  them,  and  which  yielded  to  three 
or  four  treatments  of  the  stick  nitrate,  I  think  astonished  me 
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even  more  than  the  patients.  The  best  evidence  of  the 
efficacy  of  this  work  is  the  fact  that  after  becoming  interested 
I  sent  for  various  patients  I  had  cared  for  in  the  past,  and 
tried  in  every  way  to  clear  up  and  could  not,  and  found  that 
a  few  treatments  directly  to  the  verumontanum  would 
clear  them  up. 

I  shovdd  like  to  cite  one  case  of  frequent  urination,  in  which 
no  other  condition  was  found  except  a  congested  and  hyper- 
trophied  verumontanum,  and  in  which  an  application-  or  so 
of  the  nitrate  of  silver  relieved  this  frequency  immediately. 
It  is  one  of  the  quickest  and  most  grand-stand  treatments 
that  I  know  of.  I  might  mention  those  cases  of  men  who 
are  partially  impotent  or  have  that  hair-trigger  effect  that 
the  doctor  speaks  of.  In  those  cases  an  application  in  the 
posterior  urethra  will  give  more  marked  satisfaction  than 
anything  else. 

Dr.  Eugene  Fuller  of  New  York:  I  have  been  very  much 
interested  in  Dr.  Hawkins'  cases.  He  certainly  has  gotten 
some  extremely  good  results.  There  is  one  point,  however, 
that  I  would  bring  out  here  in  these  cases  in  the  same  way  I 
have  often  brought  it  out  in  connection  with  those  cases 
where  the  Ultzmann  treatment  was  used  several  years  ago. 
Practically  every  case  of  posterior  urethritis  was  once  treated 
with  nitrate  of  silver  by  the  Ultzmann  method.  All  of  us 
who  went  through  that  experience  know  that  we  got  a  cer- 
tain percentage  of  perfectly  wonderful  cures,  but  we  also 
had  a  certain  percentage  of  extremely  bad  results.  It  is  very 
disagreeable  to  have  a  certain  percentage  of  cases  where  you 
get  disagreeable  results.  This  one  suggestion  I  would  make: 
I  think  from  hearing  Dr.  Hawkins'  paper  the  idea  would  be 
gained  that  you  would  simply  pass  a  urethroscope,  examine 
the  verumontanum,  and  if  you  found  it  red,  puffy  and 
inflamed  you  would  immediately  touch  it  with  these  strong 
solutions  of  silver.  I  think  if  you  are  going  to  do  that  you 
are  going  to  get  about  the  same  results  you  did  with  the  Ultz- 
mann treatment — some  remarkable  cures  and  some  extremely 
bad  results.  If  you  have  ever  examined  the  posterior  urethra 
in  a  case  where  there  is  a  marked  seminal  vesiculitis,  with  a 
purtdent  condition  of  the  seminal  vesicles  and  the  ejaculatory 
ducts,  you  will  agree  with  me  that  the  verumontanum  is 
always  red  and  inflamed  and  puffy,  just  Uke  the  meatus  in 
the  early  stage  of  a  gonorrhcea.  But  nobody  would  think  of 
curing  a  gonorrhcea  by  wiping  the  meatus  with  a  strong  solu- 
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tion  of  silver.  I  think  in  all  of  these  cases  one  has  got  to 
practice  the  rectal  touch  carefully,  and  if  there  is  disease 
of  the  seminal  vesicles  and  ejaculatory  ducts,  please  do  not 
touch  the  verumontanum  with  a  strong  solution  of  silver, 
because  in  those  cases  you  will  come  to  grief.  Where  the 
trouble  is  in  the  verumontanum  there  is  no  earthly  objection 
to  touching  that  in  the  way  that  Dr.  Hawkins  has  advised. 
But  I  think  one  ought  to  practice  the  rectal  feel  and  make  a 
differential  diagnosis  before  he  begins  to  touch  up  the  veru- 
montanum. With  that  proviso  I  would  thoroughly  agree 
wish  the  doctor's  paper. 

Dr.  WolbarsT:  I  should  like  to  ask  Dr.  Hawkins  what 
kind  of  a  tube  he  uses  in  examining  iL  .d  treating  the  veru- 
montanum. 

Dr.  Hawkins:  I  use  the  elbowed  tube  that  was  part 
of  the  equipment  of  the  original  Leiter  urethroscope. 
I  believe  a  Chicago  quack  has  claimed  the  credit  for  invent- 
ing that  tube,  but  Leiter  put  that  tube  out  many,  many 
years  ago.  It  is  just  an  ordinary  bent  tube.  But  the  tubes 
that  come  with  the  Leiter  instrument  must  be  filled  up  with 
solder  at  the  extreme  end.  As  they  come  from  the  factory 
the  end  is  hollow,  and  in  many  cases  the  withdrawal  of  the 
tube  might  cut  the  top  off  the  verumontantim. 

Dr.  Arthur  L.  Chute  of  Boston:  I  would  like  to  make 
a  few  remarks  regarding  Dr.  Wolf's  paper.  I  agree  with  him 
in  regard  to  the  frequency  of  the  recurrence  of  urethral  dis- 
charge in  patients  who  have  catarrhal  prostatitis :  a  condition 
in  which  I  often  am  unable  to  detect,  on  palpation,  any 
changes  in  the  size  or  consistency  of  the  prostate.  It  seems 
to  me  that  where  you  have  a  gonorrhoeal  infection  limited 
to  the  ducts  of  the  prostate  you  often  get  no  changes  that 
can  be  recognized  by  rectum.  As  to  the  method  of  infection, 
I  should  not  agree  with  his  lymphatic  infection  as  being 
probable.  I  believe  that  infection  by  continuity  is  much 
more  probable.  It  seems  to  me  that  if  you  had  a  lymphatic 
infection  you  would  be  likely  to  have  a  parenchymatous 
prostatitis,  with  changes  in  the  prostate  itself,  producing  a 
more  painful  condition.  I  believe  that  if  you  can  have  a 
catarrhal  prostatitis  without  symptoms — and  many  of  us 
seem  to  think  that  is  possible — ^it  is  very  easy  to  suppose 
that  you  can  have  a  posterior  urethritis  without  symptoms. 
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Dr.  D.  J.  Hayes  of  Milwaukee:  I  was  very  much  interested 
in  Dr.  Hawkins'  paper  and  also  in  the  remarks  of  Dr.  Fuller. 
I  think  if  you  inject  strong  solutions  of  nitrate  of  silver,  and 
particularly,  deposit  stick  nitrate  of  silver  through  the 
endiscope  in  cases  of  chronic  prostatitis,  as  we  meet  them  in 
practice  resulting  from  gonorrhoeal -process,  we  are  liable  to 
have  some  of  the  patients  awaiting  us  on  the  street  comers. 
I  think  the  man  who  deposits  a  fifteen  per  cent  to  twenty 
per  cent  solution  of  nitrate  of  silver,  or  pure  lunar  caustic,  into 
the  prostatic  urethra  without  having  a  thorough  understand- 
ing of  the  condition  of  the  prostate  and  seminal  vesicles,  will 
get  into  pretty  deep  water. 

Dr.  J.  Bentley  Sc-'JIER  of  New  York:  My  experience 
has  been  this.  I  quite  agree  with  Dr.  Fuller  that  the  question  of 
diagnosis  is  most  important  before  you  begin  to  put  in  nitrate 
of  silver.  I  think  this  treatment  is  more  applicable  to  cases 
of  sexual  neurasthenia  than  it  is  to  any  chronic  or  acute  in- 
flammatory condition.  I  agree  with  the  last  speaker  that 
we  will  get  into  trouble  if  we  use  strong  solutions  of  silver 
nitrate  in  the  posterior  urethra. 

Dr.  J.  BlCX:k  of  Kansas  City,  Mo. :  I  have  done  a  little 
work  along  this  line,  but  have  restricted  it  to  what  may  be 
considered  the  neurasthenic  variety.  It  is  very  evident  that 
much  of  the  work  that  we  have  done  and  are  still  doing  is 
purely  symptomatic,  and  that  we  do  not  investigate  the  cases 
with  the  precision  that  we  should.  It  is  quite  evident  that 
you  are  treating  merely  the  symptoms  if  the  vesicle,  or  the 
ejaculatory  duct  for  some  distance  behind  its  orifice,  is  the 
seat  of  disease.  But  it  has  astonished  me  on  a  number  of 
occasions  how  remarkable  and  gratifying  the  results  were 
when  the  case  was  simply  of  the  neurasthenic  variety. 

Dr.  Francis  R.  Hagner  of  Washington,  D.C. :  I  think  our 
President  has  sounded  the  keynote  of  this  matter.  I  believe, 
just  as  he  has  said,  that  it  is  not  well  to  introduce  nitrate  of 
silver  in  the  cases  of  prostatitis  and  seminal  vesiculitis. 
Examine  the  patients,  and  treat  first  that  condition.  We  see 
lots  of  these  cases  coming  to  us  where  the  vesicles  and  prostate 
are  tender.  After  treatment  is  carried  out  for  a  while  this 
tenderness  disappears,  and  then  is  the  time,  I  think,  to  make 
the  application  to  the  verumontanum.  We  certainly  do  get 
some  wonderful  results.  The  prostate  should  be  carefully 
examined,  its  sensitiveness  noted,  and  if  it  is  tender  I  have 
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made  it  a  rule  not  to  make  any  application  to  the  posterior 
urethra. 

Dr.  Wolf  in  closing.  Dr.  Chute  made  the  remark  that  if 
the  gonococci  travelled  to  the  prostate  through  the  lymphatic 
vessels,  they  would  cause  a  parenchymatous  and  not  an 
endoglandular  inflammation  of  the  prostate.  I  do  not  know 
what  makes  Dr.  Chute  accept  in  cases  of  purely  lymphatic 
propagation  only  the  one  type  of  prostatitis  and  doubt  the 
possibility  of  any  other.  It  certainly  does  not  make  any 
difference  whether  the  gonococci  penetrate  into  the  prostate 
one  way  or  the  other.  The  resulting  effect  will  depend  not  on 
the  way  of  entering  the  affected  part,  but  upon  biological  fac- 
tors, such  as  the  virulence  of  the  micro-organisms,  the  previous 
condition  of  the  organ,  etc.  A  development  of  a  parenchy- 
matous stage  of  prostatitis  is  not  impossible  through  a 
combination  of  the  regularly  accepted  mode  of  prostate  infec- 
tion, via  posterior  urethra  and  the  one  via  lymphatic  system, 
and  maybe  this  is  more  frequently  the  case  than  has  been 
thought.  The  reason  why  in  none  of  my  cases  a  parenchyma- 
tous stage  developed,  is  the  early  treatment  of  the  affected 
organ,  thus  preventing  the  development  of  deeper  infianmia- 
tion  of  the  gland. 

Dr.  Hawkins  in  closing:  Mr.  President,  my  replies  will  not 
be  to  individuals,  but  to  yourself  and  to  the  other  gentlemen 
who  have  spoken  on  this  subject  together. 

In  the  first  place,  I  never  pass  an  instrument  into  a  patient 
who  has  had  an  acute  gonorrhoea  until  at  least  three  months 
has  passed.  I  take  three  months  as  my  standard,  and  I  keep 
my  instruments  out  of  the  urethra  tmless  that  patient  has  a 
very  acute  posterior  urethritis  and  I  feel  that  he  needs  a 
little  silver.  But  a  urethroscope  should  never  be  passed  until 
after  three  months.  This  treatment  is  indicated  in  chronic 
disease  of  the  verumontanum  and  deep  urethra  only.  Where 
the  vesicles  are  involved  the  indication  is  to  treat  the  vesicles. 
If  you  will  notice  in  my  paper  I  speak  of  disease  or  inflamma- 
tion of  the  verumontanum  per  se,  not  of  any  other  condition 
around  there.  Of  course,  the  verumontanum  may  be  in- 
flamed when  the  contiguous  organs  are  involved.  But  it  is 
perfectly  natural  that  these  should  be  attended  to. 

Now  as  to  the  "dire  results."  I  have  followed  this  prac- 
tice now  for  eleven  years,  and  in  that  time  I  have  seen  a  few 
cases.     Every  patient  that  comes  to  my  office  is  not  treated 
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for  disease  of  the  verumontaniun.  But  every  chronic  case 
that  comes  to  my  office  is  urethroscoped.  I  find  that  the 
urethroscope  is  of  as  much  value  to  me  in  the  urethra  as  the 
cystoscope  is  in  the  bladder.  Consequently  I  use  the  urethro- 
scope daily,  and  I  think  it  is  one  of  our  most  valuable  adjimcts, 
and  I  have  seen  but  one  patient  who  was  dissatisfied  with 
the  treatment.  He  got  two  treatments  and  he  thought  he 
was  no  better.  Well,  I  suppose  that  was  my  fault.  It  is 
usually  the  doctor's  fault  if  his  patient  does  not  get  well  the 
first  time.  He  thought  he  had  gotten  no  benefit  and  that 
he  was  really  worse  afterwards.  The  amount  of  benefit  I 
have  seen  accrue  from  this  work  has  been  enough  to  satisfy 
me  that  it  is  all  right. 

In  regard  to  strong  solutions  of  nitrate  of  silver  in  the 
urethra:  That  has  been  the  accepted  treatment  as  long  as  I 
have  been  practising  medicine,  nearly  twenty  years.  Two 
of  the  first  books  that  I  used,  Ultzmann  on  Pyuria  and 
Finger  on  Gonorrhoea,  taught  that  strong  solutions  of  nitrate 
of  silver  should  be  used  in  the  posterior  urethra,  and  the 
reverse  in  the  anterior  urethra.  I  agree  with  the  President 
that  anything  like  using  a  strong  solution  of  nitrate  of  silver 
in  the  posterior  urethra  where  the  prostate  and  vesicles  are 
involved  is  contraindicated,  just  the  same  as  curetting  the 
uterus  where  the  tubes  are  involved  is  contraindicated  unless 
the  latter,  also,  are  attacked. 


WOVEN  LISLE-THREAD  CATHETERS  WITH 
WOVEN  LEAD-CORE  DILATORS,  USED  AS 
OBTURATORS  IN  THE  COMBINED  IRRI- 
GATION AND  DILATATION  TREATMENT 
OF  THE  MALE  URETHRA. 


VICTOR  C.  PEDERSEN, 
NEW  YORK. 


In  the  March,  1910,  issue  of  the  American  Journal 
of  Urology  the  writer  described  this  simple  device 
in  the  following  terms : — 

"The  device  works  so  well  in  properly  selected 
cases  that  it  seems  worth  while  to  exhibit  it  at  this 
meeting." 

The  following  brief  description  and  cut  will  make 
the  matter  entirely  clear.  The  ninth  maxim,  which 
is  a  strong  conviction  of  the  writer,  is  always  to  supply 
the  bladder  with  an  artificial  urine  in  the  form  of 
warm  antiseptic  solution,  which  is  passed  by  the 
patient  at  the  end  of  each  treatment.  The  obvious 
advantages  of  this  very  simple  procedure  are  detailed 
in  my  two  previous  papers.  The  application  of  soft 
instruments  to  accomplish  this,  however,  was  not 
previously  described.  It  is  as  follows:  An  olive- 
pointed  woven  catheter  is  taken  and  threaded  over 
a  woven  dilator,  common  or  lead  core.  Into  a  small 
size  of  catheter  whalebone  guides  may  be  passed  with 
advantage  as  obturators.  After  the  stricture  has 
been  passed  the  obturator  is  removed  and  the  bladder 
duly  filled.  It  will  be  noted  that  the  gentle  cone  of 
the  tip  of  the  catheter  is  followed  by  a  small  area  of 
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its  length  corresponding  with  the  tip  of  the  dilator, 
which  is  relatively  less  supported  by  the  dilator. 
This  "give"  or  compressibility  only  adds  to  the 
gentleness  of  the  dilatation  and  is  an  advantage. 
As  a  rule,  a  difference  of  about  six  to  eleven  sizes 
French  occur  between  the  outside  diameter  of  the 
catheter  and  that  of  the  dilator;  for  example,  a  22®  F. 
catheter  has  a  bore  of  12  or  11  F.,  and  therefore  needs 
a  dilator  of  either  of  these  sizes. 


AB  represent!  Ihe  olive 'point,  woven  Usle 'thread  catheter. 
and  CD  represents  the  cone-point.  ieo-d-core,  v^oven  (i>le* 
thread  di/otor,  used  &s  an  obturaTor,  j^atcd  home  in  the  lu- 
men of  the  catheter,  extending  from  fhc  open  funnel -end  D. 
To  the  eye  o-t  E.  The  failure  of  the  point  of  the  obtura- 
tor to  support  the  woJj  of  the  catheter  jurt  bacK  of  the 
e_ye  it  cleo^rly  shown,  ET 


PRESENTATION  OF  TWO  INSTRUMENTS. 


JAMES  A.  GARDNER, 

BUFFALO.  N.  Y. 


I  wish  to  make  apology  to  the  Association  for  pre- 
senting Young's  operative  cystoscope,  my  only  excuse 
being  that  after  his  presentation  last  year  I  wanted 
to  use  the  cystoscope  on  some  patients,  and  not  being 
able  to  procure  it  from  his  maker  within  any  reason- 
able time,  I  interested  the  Radu  Instrument  Company 
of  Tonawanda,  N.  Y.,  and  they  have  made  for  me 
this  cystoscope.  I  think  it  is  a  superior  instrument 
in  that  the  Radu  Company  have  used  a  white  light 
which  gives  greater  brilliancy  than  the  light  ordi- 
narily used.  The  advantages  of  Dr.  Young's  instru- 
ment are  apparent  to  you  because  papillomata  can  be 
removed  without  suprapubic  operations,  and  the 
instrument  has  also  been  of  use  in  the  removal  of 
foreign  bodies  from  the  bladder. 

I  also  wish  to  present  at  this  time  an  instrument 
for  amputating  the  verumontanum.  I  have  called 
this  instrument  a  verumontanum  punch,  for  want 
of  a  better  name.  In  a  great  many  cases  the  touch- 
ing of  the  veru  montanum  with  pure  stick  nitrate  is 
sufficient  to  reduce  in  size  the  highly  congested  and 
hypertrophied  organ,  but  I  find  in  many  instances 
the  work  can  be  accelerated  if  one  or  two  bites  are 
taken  off  with  this  instrument.  As  you  will  see,  the 
instrument  is  simple  in  construction  and  the  force  has 
a  direct  drive,  so  that  it  does  not  easily  get  out  of 
order. 


VERUMONTANUM     PUNCH 
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DISCUSSION 

OP  INSTRUMENTS  PRESENTED  BY  DRS.  PEDERSEN  AND 
GARDNER. 

Dr.  John  A.  Hawkins  of  Pittsburg:  I  should  think  the  last 
instrument  shown  would  be  very  valuable  in  removing  small 
foreign  bodies  from  the  bladder.  I  recently  saw  a  general 
surgeon  do  a  suprapubic  cystotomy  in  order  to  remove  a 
catheter  from  the  bladder. 

As  to  the  instrument  for  showing  the  posterior  urethra,  I 
think  those  pictures  are  very  beautiful.  With  an  instrument 
that  throws  the  light  from  the  front  there  is,  of  course,  the 
disadvantage  that  one  cannot  see  behind  the  organ.  This 
other  instrument  shows  it  up  in  more  detail.  You  have,  evi- 
dently, a  telescope  and  it  magnifies  the  condition,  but  there 
is  no  perceptible  difference  between  the  pictures  and  those  I 
showed,  with  the  exception  that  in  the  ones  the  doctor  shows 
the  verumontanum  is  hypertrophied. 

Dr.  Francis  R.  Hagner  of  Washington,  D.  C:  If  Dr. 
Gardner's  light  is  better  than  Dr.  Yoimg's  it  is  certainly  a 
great  advantage.  I  think  that  is  the  weakest  point  in  Dr. 
Young's  instrument.  The  electric  bulb  comes  out  on 
unscrewing  the  end  of  the  carrier  instead  of  being  made  solid. 
Whether  a  leakage  takes  place  or  not  I  do  not  know,  but  the 
light  is  ver>'  imsatisfactory.  I  think  that  a  solid  light  like 
the  old  Nitze  is  very  much  better.  This  instrument,  of  course, 
IS  copied  after  Dr.  Young's  instrument,  and  I  think  it  is  the 
best  operating  cystoscope  we  have,  the  great  advantage  being 
that  the  light  follows  the  object.  Your  object  does  not  get 
out  of  the  field  at  all.  I  have  operated  on  five  cases  of 
papilloma  of  the  bladder  with  Dr.  Young's  instrument.  Of 
course,  they  have  not  extended  over  any  great  length  of 
time.  The  longest  one  now  has  been  about  six  months. 
The  first  case  that  I  operated  on  had  seven  papillomata  in 
the  bladder.  I  removed  at  one  sitting  with  the  aid  of 
adrenahn  all  except  one  small  growth.  A  week  later  this 
was   removed.     It    has   now    been    nearly    six   months.     I 
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cystoscoped  this  patient  about  four  weeks  ago,  and  his  bladder 
was  absolutely  clean.  He  has  no  sign  of  return.  The  other 
cases  have  lasted  a  shorter  time.  I  have  these  cases  under 
observation,  and  none  of  them  so  far  have  had  any  recurrence. 
We  all  know  there  is  hardly  anything  more  unsatisfactory 
than  the  operative  treatment  of  papillomata  of  the  bladder. 
They  all  tend  to  recur.  Nitze's  statistics  were  the  best  ever 
brought  out,  and  whether  these  cases  will  do  better  when 
removed  with  the  operative  cystoscope  or  with  the  open 
operations  experience  will  demonstrate. 

Dr.  R.  F.  O'Neil  of  Boston:  In  reference  to  Dr.  Young's 
operative  cystoscope,  I  might  say  that  I  am  having  one  made 
to  fit  the  inner  tube  of  the  KoUmann  cystoscope,  which  has  a 
very  good  lamp  and  lenses,  and  I  think  then  it  will  have  a 
very  much  better  illumination. 

Dr.  Little  of  Indianapolis:  I  heard  somebody  speak  of 
a  catheter  getting  into  the  bladder  and  having  to  do  a  supra- 
pubic cystotomy  to  remove  it.  Last  week  a  man  came  into 
my  office,  sent  in  by  a  practitioner  in  the  country,  with  a 
catheter  in  his  bladder.  I  was  anxious  not  to  do  a  supra- 
pubic cystotomy,  so  I  introduced  a  Bigelow  stone  crusher 
and  got  hold  of  the  catheter  and  removed  it  very  easily. 

Dr.  Bransford  Lewis  of  St.  Louis:  I  am  sorr>'-  that  I 
missed  the  presentation  of  the  instruments  and  the  dis- 
cussions. I  wish  to  acknowledge  my  appreciation  of  two 
of  the  instruments  that  have  been  presented.  I  refer  to  Dr. 
Buerger's  posterior  urethroscope  and  Dr.  Mark's  air  urethro- 
scopes. I  have  for  a  short  time  had  the  advantage  of  Dr. 
Buerger's  posterior  urethroscope,  and  I  believe  that  for 
posterior  urethroscopy  it  presents  a  distinct  advantage  over 
the  air  instrument.  I  have  not  yet  been  impressed  with  the 
belief  that  the  same  advantages  pertain  to  anterior  urethro- 
scopy. Both  instruments  are  rather  new,  and  I  have  not  had 
long  experience  with  them.  I  have  found  Dr.  Mark's  anterior 
aero-urethroscope  to  be  of  distinct  advantage  and  a  very 
satisfactory  instrument. 


PROSTATECTOMY  CUM  VESICULECTOMY. 


CHARLES   E.    BARNETT, 
FORT  WAYNE.  IND. 


The  aim  of  this  paper  is  more  for  the  purpose  of 
showing  the  limitations  of  the  field  for  vesictilectomy 
than  for  its  expansion,  and  with  the  exception  of 
unilateral  tuberculosis,  fused  or  agglutinated  vesicles 
with  the  prostate  seem  just  now  to  be  the  only  in- 
dication for  their  removal. 

In  these  vesicular  infection  cases,  outside  of 
tuberculosis,  autogenous  bacterins  are  proving  them- 
selves, to  the  writer's  satisfaction,  to  at  least  offer 
the  same  control  that  vesiculotomy,  vasotomy  or 
epididyotomy  will  do,  and  until  the  bacterin  possi- 
bilities are  proven,  the  more  drastic  means  of  dealing 
with  the  vesicles  from  a  surgical  standpoint  are  contra- 
indicated.  The  following  two  dissimilar  cases  would 
seem  to  prove  this  point. 

Case  1.   Miss  ,  a  girl  of  imusual  culture  and 

social  standing,  was  infected  by  a  promised  husband 
with  the  Neisser  coccus,  April  29,  1909.  She  was 
treated  by  a  couple  of  medical  men  until  April  27, 
1910,  when  she  was  referred  to  the  writer. 

Examination  found  the  bladder,  right  tube  and 
uterus  infected.  A  quantity  of  pus  from  the  cervix 
was  made  into  non-cultured,  emulsions  bacterins 
(gonococcus  and  colon  bacillus  eight  to  one)  of  five 
hundred  million  strength.  Eight  injections  during 
two  weeks  cleared  the  uterine  pus  cells  from  bacteria. 
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The  cervical  mucus  failed  to  show  a  pus  cell  one 
month  aiter  the  injections  began.  This  would  indi- 
cate that  the  infection,  at  least,  was  being  eradicated. 

Case  2.  Single  man,  age  thirty- two;  was  referred 
to  the  writer  for  prostatic  and  vesicular  infection 
after  having  passed  through  many  medical  hands. 
Left  epididymitis,  following  a  Kollmann  dilatation 
of  the  bladder  neck,  put  the  patient  to  bed  for  a 
week.  Several  weeks  later  a  vesicular  massaging 
infected  the  right  epididymis  and  the  patient  was 
incapacitated  from  work  for  another  week.  Almost 
a  month  thereafter  (March  7,  1910)  his  physician 
brought  him  to  the  writer  with  the  right  epididy- 
mitis rekindled.  A  vasotomy  would  have  been  done 
had  the  scrotal  tissue  not  been  too  indurated  from 
ichthyol  applications,  thus  necessitating  a  deep 
incision.  Instead,  pus  was  massaged  from  the 
vesicles,  smeared  on  culture  media  and  incubated 
over  night.  The  bacterins  from  this  were  mixed 
ones  of  the  gonococcus  and  staphylococcus,  with  the 
former  predominating.  Five  hundred  million  vac- 
cines were  injected  daily,  with  instructions  that 
vasotomy  would  be  done  if  necessary.  The  patient 
reported  to  the  writer  in  one  week  following  with  his 
epididymitis  smothered  out.  Six  weeks  ago  (April  19, 
1910)  still  another  epididymitis  occured  that  found 
only  the  staphylococcus  in  the  massaged  fluid.  A 
hundred  million  bacterin  from  that  infection  has 
controlled  his  condition  up  to  the  present  time. 

The  two  cases  illustrate  the  marked  control  that 
autogenous  bacterins  have  upon  the  infection;  there- 
fore, should  the  bacterins  be  able  to  relieve  crippled 
vesicles  of  their  infection  their  removal  would  be 
unjustifiable. 

There  is  a  type  of  vesicle,  though,  where  its  meta- 
morphosis  has  so  changed  itself  by  inflammatory 
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action  that  it  becomes  a  part  of  the  recto-vesical 
fascia  and  prostatic  capsule. 

In  these  cases  where  the  prostatic  lobe  is  not 
thoroughly  encapsulated  in  the  vesicular  region  and 
the  prostate  does  not  peel  readily  at  that  point, 
fused  vesicles  with  the  fascia  and  capsule  explain  why 
the  delivery  of  that  vesicular  pathology  will  make 
the  operation  a  more  difficult  problem. 

The  three  prostates  shown  are  specimens  of  this 
type.  The  one  delivered  by  piecemeal,  coming  from  a 
man  seventy-three  years  of  age,  was  preceded  by  fully 
twenty-eight  ounces  of  residual  urine,  which  neces- 
sitated careful  preoperative  treatment.  The  prostate 
proved  carcinomatous  (papillary  cyst  adenoma)  in 
its  recto-vesical  fascial  portion.  The  patient  returned 
to  his  home  the  seventh  day  after  its  removal. 

The  one  in  company  with  the  small  stones  gave 
a  history,  as  did  they  all,  of  post-gonorrhoeal  bladder 
infection  some  time  during  life.  Double  epididymitis 
had  occured  since  his  infection  and  the  bladder  had 
also  filled  with  blood  clots  twice  within  six  months. 
While  operating  upon  this  case,  after  delivering 
the  prostate  the  writer,  as  a  routine,  introduced 
stone  forceps  and  removed  a  couple  of  small  calculii 
that  appeared  to  be  pieces  of  a  broken  catheter.  On 
questioning  the  patient  the  next  day  it  was  dis- 
covered that  a  quack  (so-called  genito-urinary 
specialist)  had  introduced  an  oiled  paper-covered 
medicated  bougie,  some  years  ago,  and  the  calculii 
proved  to  contain  the  paper  cover  as  a  nucleus. 
This  is  probably  an  addition  to  our  "curiosity  shop" 
of  foreign  bodies  in  the  bladder. 

The  third  specimen  illustrates  more  clearly  the 
pathology  that  needs  removal  in  these  cases  where 
agglutination  of  the  prostate  and  vesicles  occur. 
You  see  in  this  specimen  the  ejaculatory  ducts  as 
well  as  the  fused  vesicles  to  the  prostate. 
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It  is  the  writer's  opinion  that  when  the  prostate 
is  being  delivered  more  attention  should  be  paid 
to  its  vesicular  relationship,  and  should  fusion  be 
present,  the  vesicular  portion  must  be  cleaned  out 
as  carefully  as  the  prostate  itself. 


THE  SMALL  FIBROUS  PROSTATE. 


ARTHUR  L.  CHUTE, 

BOSTON.  MASS. 


The  occurrence  of  several  relatively  recent  cases 
of  small  fibrous  prostate  has  directed  my  attention 
especially  to  this  subject  and  has  impressed  upon 
me  the  fact  that  this  type  differs  in  certain  respects 
from  the  large  prostates  that  we  commonly  see.  The 
actual  dangers  to  life  are  the  same  as  those  seen  in  the 
hypertrophic  gland,  but  the  findings  on  examination, 
and  the  treatment  these  prostates  require,  quite 
warrant  us,  I  believe,  in  considering  them  as  forming 
a  class  by  themselves.  I  believe  that  to  variations 
of  this  condition  are  to  be  ascribed  a  good  many  of 
the  more  obscure  obstructive  conditions,  such  as 
contractures  of  the  bladder  neck,  bars  at  the  bladder 
outlet,  and  some,  at  least,  of  the  cases  of  "prostatism 
without  prostate"  or  "obstruction  without  mechanical 
obstacle." 

I  shall  give  short  abstracts  from  several  of  my  cases 
that  illustrate  the  points  that  I  wish  particularly 
to  bring  out. 

Case  1.  A  man  forty-seven  years  old,  seen  about 
three  years  ago.  He  had  passed  several  small  stones, 
the  first  eleven  years  before,  the  last  three  years  before. 
For  three  years  he  had  had  frequent  and  painful 
urination.  His  disability  had  been  such  that  he  had 
been  unable  to  work  a  considerable  part  of  the  time. 
He  had  to  get  up  from  two  to  eight  times  at  night — 
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stream  small  and  without  force.  He  had  to  strain 
hard  to  urinate.  His  prostate  was  not  increased  in 
size.  A  large  stone  was  seen  in  his  bladder.  The 
stone  was  removed  by  suprapubic  cystotomy.  I 
could  see  no  jutting  of  the  prostate  into  the  bladder 
at  the  time  of  operation.  There  was  a  recurring 
suprapubic  sinus  and  a  turbid  urine  following  this 
operation.  Four  months  after  operation  he  returned 
and  I  found  a  turbid  residual  of  eight  ounces,  as  well 
as  a  small  phosphatic  stone.  I  removed  by  the 
perineal  operation  a  small  amount  of  dense  prostatic 
tissue,  also  the  stone.  He  appeared  four  months 
later  without  urinary  symptoms  and  with  a  trans- 
parent urine.  I  have  heard  from  this  man  several 
times  since  and  he  remained  well  at  the  time  of  the 
last  report. 

Case  2.  A  man  of  fifty- two,  whose  urinary  symp- 
toms began  seven  years  before.  He  was  troubled 
chiefly  with  pain,  frequency  and  a  turbid  urine. 
Occasionally  he  had  chills  and  pain  in  his  left  kidney 
region.  He  passed  urine  with  moderate  frequency 
during  the  day  and  from  three  to  five  times  at  night. 
He  sat  down  to  urinate  when  he  could,  as  the  straining 
necessary  to  urination  occasionally  caused  his  bowels 
to  move.  He  had  a  retention  of  some  hours  duration 
on  one  occasion.  He  had  had  considerable  local 
treatment  of  his  bladder  without  relief.  He  had  a 
turbid  residual  of  a  half  ounce.  No  definite  prostate 
could  be  felt  by  rectum.  His  prostatic  urethra  was 
very  sensitive,  and  the  reaction  after  the  passage  of 
sounds  caused  even  greater  difficulty  in  urination. 
I  removed  by  perineal  operation  a  small  amount 
of  very  dense  prostatic  tissue,  estimated  at  a  little 
over  a  drachm  in  weight.  In  attempting  to  bring 
the  prostate  into  the  field  the  tractor  tore  through  the 
bladder  outlet  on  one  side, — an  occurrence  that  was 
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looked  upon  as  unfortunate  at  the  time.  It  is,  how- 
ever, probable  that  this  was  an  important  factor 
in  bringing  about  his  good  functional  result.  About 
three  weeks  after  his  prostatectomy  this  patient 
had  an  attack  of  pain  in  his  right  loin  accompanied 
by  chills.  There  was  a  tender  mass.  A  small  shrunken 
pyelo-nephrotic  kidney  was  removed.  This  man  at 
last  report,  some  two  years  after  operation,  had  had 
no  recurrence  of  his  symptoms,  though  his  urine  was 
not  entirely  clear. 

Case  3.  A  man  of  fifty-four  had  a  perineal 
section  and  drainage  in  the  summer  of  1908.  This 
was  done  partly  because  of  pain,  frequency  and  a 
turbid  urine,  and  partly  as  a  diagnostic  measure.  He 
had  following  operation  a  troublesome  perineal  sinus 
that  had  to  be  curetted.  In  March,  1909,  he  came 
under  my  care  because  of  the  illness  of  the  gentleman 
who  had  previously  operated  upon  him.  He  was 
having  a  considerable  temperature,  with  tenderness 
over  his  right  kidney,  evidently  an  ascending  infec- 
tion. His  prostate  was  not  increased  in  size,  but  was 
fibrous.  Soft  rubber  and  woven  catheters  were 
caught  and  held  at  the  bladder  outlet,  while  a  curved 
instrument  entered  his  bladder  fairly  easily.  There 
was  a  residual  on  various  occasions  of  from  six  to 
thirteen  ounces.  The  amount  apparently  depended 
upon  whether  he  had  had  a  large  sound  passed 
recently  or  not.  The  cystoscope  showed  a  deep 
anterior  commissure,  but  nothing  more.  The  diag- 
nosis of  a  band  or  bar  at  the  bladder  outlet  was  made 
and  his  bladder  opened  above  the  pubes.  A  little 
fold  of  mucous  membrane  that  was  found  blocking 
the  bladder  outlet  was  divided  with  a  cautery.  He 
made  a  fair  convalescence  and  has  been  better,  but 
when  seen  last  a  few  days  ago,  still  had  a  turbid 
residual  of  eight  ounces. 
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Case  4,  A  man  fifty-seven,  on  whom  I  did  a 
perineal  section  for  a  filiform  stricture  of  the  deep 
urethra  in  May,  1909.  As  he  had  had  chills  at  inter- 
vals for  some  years  and  had  a  turbid  urine,  I  drained 
his  bladder  for  a  time.  At  the  time  he  left  the  hospital 
he  emptied  his  bladder  completely  and  had  a  urine 
that  was  nearly  transparent.  In  the  summer  of  1909 
his  urine  again  became  turbid  and  I  found  a  residual 
of  two  ounces.  In  spite  of  the  use  of  a  catheter 
and  bladder  washings,  I  found  in  December,  1909, 
that  his  residual  had  increased  to  four  ounces,  though 
his  urethra  took  a  26  F.  sound.  He  presented  a 
prostate  that  was  not  enlarged,  but  was  fibrous,  with 
a  definite  marking  of  the  sulcus  or  isthmus  between 
the  lobes.  In  January,  1910,  he  again  had  chills. 
In  February  a  perineal  operation  was  performed 
and  all  the  prostatic  tissue  that  I  could  trim  away 
was  removed.  This  tissue  only  weighed  a  drachm 
and  a  quarter.  The  bladder  outlet  was  very  tight 
and  fibrous.  I  dilated  it  very  considerably,  but  did 
not  incise  it  as  I  should  have  done.  This  patient 
made  a  good  recovery  but  three  months  after  opera- 
tion had  a  residual  of  one  ounce  of  slightly  turbid 
urine.  He  also  has  had  a  slight  chill,  on  one  occasion, 
after  the  passage  of  instruments. 

Case  5.  A  man  of  sixty -nine  whose  urinary  trouble 
dated  back  about  three  years,  and  had  been  increasing 
gradually.  He  had  a  residual  of  from  two  to  three 
ounces,  with  rather  frequent  urination,  especially 
at  night.  He  had  passed  a  catheter  occasionally, 
but  for  a  time  had  been  unable  to  do  this.  His 
greatest  complaint  was  of  perineal  discomfort  that 
was  worse  when  he  was  on  his  feet;  as  a  result  he 
spent  most  of  his  time  lying  down.  His  prostate 
was  little,  if  any,  increased  in  size,  but  was  dense 
and  fibrous,   with  a  well-marked  sulcus.     Perineal 
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prostatectomy  was  done  and  about  two  drachms 
of  very  dense  tissue  removed.  The  bladder  outlet 
was  felt  to  be  a  dense  fibrous  ring — this  was  well 
dilated.  When  the  perineal  tubes  were  removed  the 
patient  was  unable  to  pass  urine  and  his  bladder 
distended  to  above  the  pubes.  A  retention  catheter 
was  used  for  a  few  days  but  when  it  was  removed 
the  same  state  of  affairs  recurred.  At  a  second 
operation  I  removed  a  few  bits  of  prostatic  capsule 
and  a  very  little  prostatic  tissue.  I  also  slit  the 
bladder  outlet  on  each  side  for  about  half  an  inch, 
fearing  to  cut  it  on  the  floor  because  of  the  disturbed 
relations  following  my  earlier  operation.  There  has 
been  no  difficulty  in  emptying  his  bladder  completely 
since  the  second  operation.  On  the  contrary,  at  the 
present  time,  one  month  after  operation,  he  has  some 
incontinence,  but  his  control  seems  to  be  gradually 
returning  and  I  believe  that  in  time  it  will  be  satis- 
factory. 

Case  6.  A  man  of  sixty,  whose  bladder  symptoms 
began  about  ten  years  ago.  Two  years  ago  a  large 
stone  was  removed  by  a  suprapubic  incision,  and  a 
small  median  bar  was  incised  at  the  same  time. 
Following  this  he  had  relief  for  a  time,  but  his  symp- 
toms gradually  recurred  until  he  spent  a  large  part 
of  the  day  and  night  with  the  catheter  tied  into  his 
bladder.  In  the  morning  after  removing  the  catheter 
he  could  pass  a  little  urine,  but  by  noon  his  abUity 
to  urinate  would  be  lost,  and  he  would  be  forced  to 
replace  his  catheter,  and  spend  the  rest  of  the  day 
on  a  couch.  By  rectum  I  could  feel  absolutely  no 
sign  of  any  prostate.  Cystoscopically  there  was 
a  marked  anterior  commissure  and  a  slight  jutting 
into  the  bladder  of  both  lateral  lobes.  A  perineal 
prostatectomy  was  done  April  25,  1910.  I  was  able 
to  remove  by  the  use  of  curved  scissors  and  rongeur 
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forceps  two  drachms  of  fibrous  tissue.  The  sharp, 
unyielding  ring  of  the  bladder  outlet  was  cut  down 
to  the  floor  and  a  lateral  incision  was  made  on  his 
left.  This  man  passed  all  his  urine  by  urethra  on  the 
fifteenth  day  after  operation.  A  catheter  showed 
that  he  emptied  his  bladder  completely.  His  urine 
was  clearing  up  when  he  left  the  hospital  three  weeks 
after  operation. 

I  have  seen  a  number  of  other  cases  of  this  type, 
but  these  are  the  most  typical  and  illustrate  the 
points  that  I  wish  to  bring  out,  which  refer  particu- 
larly to  the  etiology,  diagnosis  and  treatment  of  these 
small  fibrous  prostates. 

Macroscopically  these  prostates  present  at  operation 
a  dense,  fibrous,  almost  cartilaginous  condition,  and 
do  not  show  the  least  tendency  to  form  enucleable 
tumors  such  as  we  see  in  the  hypertrophic  cases. 
There  may  be  places  where  the  tissue  is  a  little  denser 
than  in  others,  but  this  is  not  marked  and  the  con- 
sistency seems,  on  the  whole,  homogeneous.  The 
amount  of  tissue  that  one  removes  in  such  cases 
is  always  small.  I  think  the  largest  amount  that  I 
have  removed  from  a  prostate  of  this  sort  has  been 
about  five  drachms. 

Some  of  the  earlier  prostates  of  this  sort  that  I 
operated  upon  were  not  examined  microscopically. 
The  later  ones  have  all  been.  They  have  shown  a 
hyperplasia  of  the  glandular  elements,  sometimes 
very  marked.  There  has  been  an  infiltration  of  the 
periglandular  tissue  with  lymphocytes,  plasma  cells, 
and  in  some  places  small  round  cells.  In  some  there 
has  been  an  increase  of  connective  tissue  throughout 
the  gland  which  has  compressed  and  distorted  the 
ducts  and  acini.  I  do  not  know,  but  I  suspect  that 
there  has  been  a  diminution  of  the  muscle  fibres. 

The  microscopical  picture,  then,  has  been  that  of 
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a  low  grade  inflammation,  to  be  compared  with  what 
we  see  in  hyperplastic  endometritis,  for  instance. 

I  formerly  was  of  the  opinion  that  some  definite 
inflammatory  invasion  of  the  gland,  probably  in  most 
instances  a  gonorrhoeal  infection,  was  the  underlying 
cause  of  these  small  fibrous  prostates.  Undoubtedly 
many  of  these  cases  will  have  a  history  of  a  previous 
gonorrhoea,  and  I  believe  that  the  small  fibrous 
prostate  in  some  instances  represents  the  end  result 
of  a  gonorrhoeal  prostatitis.  We  must,  however, 
admit  that  other  causes  serve  to  bring  about  the 
condition  quite  as  weU  as  a  gonorrhoeal  infection. 
In  only  three  of  the  reported  cases  was  there  a  history 
of  a  gonorrhoea,  while  in  an  equal  number  there  had 
been  no  urethral  infection.  This  raises  the  possibility 
that  the  previous  gonorrhoea  may  not  have  been  the 
cause  of  the  fibrous  prostate,  even  in  those  patients 
who  had  suffered  from  gonorrhoea.  In  searching  for 
a  probable  cause  for  the  small  fibrous  prostate,  in  the 
cases  that  have  had  no  urethral  infection,  I  have  been 
unable  to  find  anything  that  would  serve  as  a  reason- 
ably probable  etiological  factor.  In  none  of  the 
cases  had  there  been  a  history  of  anything  like  an 
acute  prostatitis.  It  seems  probable  from  the  his- 
tological appearance  that  the  process  depends  upon 
some  very  mild  infection — ^without  a  doubt  not  of 
venereal  origin.  Very  likely  these  infections  may  be 
brought  by  the  circulation.  The  theory  that  they  are 
infections  from  the  rectum  hardly  seems  probable 
to  me.  If  from  the  rectum  the  infection  would 
probably  be  with  the  colon  bacillus  and  I  should  expect 
the  acute  invasion  to  be  attended  with  distinct 
symptoms. 

The  diagnosis  of  this  condition  can  be  most  puzzling, 
especially  if  one  has  not  yet  trained  himself,  in  aU 
prostatic  cases,  to  consider  the  "obstructive"  rather 
than  the  "hypertrophic"  element.     If  one  demands 
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a  prostate  that  is  enlarged  by  rectum  as  an  essential 
part  of  every  picture  of  prostatic  obstruction,  these 
cases  will  naturally  be  most  puzzling,  If,  on  the 
other  hand,  one  sees  in  every  man  who  has  difficulty 
in  urination  the  possibility  of  an  obstructive  prostate, 
there  is  much  less  difficulty. 

When  a  urinary  obstruction  that  depends  upon  a 
small  fibrous  prostate  has  not  progressed  beyond 
the  first  stage — that  is,  while  the  bladder  is  still 
able  to  completely  empty  itself,  and  the  symptoms 
are  mostly  those  of  bladder  irritation,  the  diagnosis 
is  difficult  and  may  require  very  close  study.  Case  2, 
where  the  residual  was  only  a  half  ounce,  a  negligible 
quantity,  was  of  this  type  and  the  cause  of  his 
symptoms  had  been  overlooked  by  several  men. 
Occasionally  in  these  cases  one  may  feel  by  rectum 
practically  no  prostate  at  all,  as  in  Case  6.  More 
often,  however,  one  feels  a  small  but  clearly  defined 
fibrous-feeling  gland,  with  a  well-marked  sulcus; 
though  the  prostate  is  not  enlarged  this  condition 
may  be  considered  definitely  abnormal  and  suggestive 
of  the  possibility  of  obstruction.  If  such  a  patient 
presents,  in  addition  to  his  symptoms  of  bladder 
irritation,  a  marked  resistence  to  a  soft  catheter  just 
at  the  bladder  outlet,  the  condition  is  highly  sugges- 
tive. The  passage  of  a  sound  will  often  allow  one 
to  feel  with  great  ease  the  gripping  of  the  instrument 
by  the  contracted  bladder  neck.  Some  of  these 
patients,  with  obstruction  due  to  a  small  fibrous 
prostate,  get  temporary  relief  from  the  use  of  sounds, 
for  with  them  the  obstruction  to  urination  is  not 
from  a  raising  or  deformity  of  the  bladder  outlet 
but  is  from  a  lack  of  distensibility  of  the  outlet.  This 
lack  of  distensibility  of  the  bladder  outlet  is  due  to  the 
ring  of  fibrous  prostatic  tissue  that  has  been  almost 
shrunken  on,  about  the  beginning  of  the  prostatic 
urethra. 
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In  the  doubtful  cases  a  cystoscopic  examination 
of  the  bladder  outlet  will  often  be  of  help  in  arriving 
at  a  correct  diagnosis.  The  prostate  may  be  seen  to 
bulge  back  into  the  bladder  a  little  on  the  sides,  or 
the  anterior  commissure  may  be  very  marked. 
Occasionally  it  will  be  seen  that  the  bladder  outlet 
is  a  little  raised  above  the  level  of  the  trigone.  The 
bladder  wall  will  often  show  bundles  of  hypertrophied 
muscle  fibres,  a  sign  that  the  bladder  has  met  with 
unusual  resistance  in  its  attempt  to  empty  itself. 
Exclusion  will,  however,  often  have  to  play  a  con- 
siderable part  in  arriving  at  a  correct  diagnosis  in  the 
cases  that  do  not  as  yet  show  a  residual. 

When  there  is  a  residual  urine  the  diagnosis  is 
much  easier.  I  feel  that,  broadly  speaking,  if  one 
can  rule  out  stricture,  a  lesion  of  the  spinal  cord, 
or  a  diverticulum  of  the  bladder,  he  may  assume 
that  the  cause  of  any  residual  urine  lies  in  some 
abnormality  of  the  prostate.  I  include  under  the 
term  abnormality  of  the  prostate  not  only  the 
hypertrophic  and  fibrous  prostate  but  also  the  bars 
at  the  bladder  outlet,  and  contraction  of  the  bladder 
neck,  since  I  believe  that  they  are  almost  without 
exception  dependent  upon  fibrous  changes  in  the 
prostate,  and  are  to  be  considered  as  part  of  the 
prostatic  process. 

Here  I  wish  to  make  a  slight  digression  in  support 
of  this  opinion.  With  possibly  a  few  exceptions  due 
to  a  hyperplasia  of  misplaced  prostatic  tissue,  we 
must  either  assume  that  the  bars  at  the  bladder 
outlet  are  congenital,  in  which  instance  it  is  hard  to 
explain  why  they  are  symptomless  over  a  long  period 
of  time,  or  we  must  assume  that  they  are  produced 
by  some  change  in  the  immediate  neighborhood. 
With  a  marked  microscopical  change  in  an  organ 
lying  in  immediate  proximity  it  seems  to  me  fair  to 
assume  that  the  abnormality  probably  depends  on 
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this  change.  The  probability  of  this  seems  heightened 
when  we  consider  the  joint  action  that  the  bar  and 
prostate  seem  to  play  in  bringing  about  the  obstruc- 
tion in  some  of  these  cases.  Case  6  illustrates  this 
very  well. 

As  regards  the  contracted  bladder  outlet,  it  is  hard 
to  believe  that  an  hypertrophy  of  a  weak  muscle, 
such  as  we  know  the  internal  sphincter  to  be,  can 
produce  such  a  dense  and  unyielding  ring  as  we  some- 
times see  in  these  cases.  It  likewise  seems  improbable 
that  any  thickening  of  the  mucous  membrane  alone 
would  be  likely  to  bring  about  such  a  result.  On 
the  other  hand,  a  circle  of  fibrous  prostatic  tissue 
sunk  into  the  angle  of  junction  of  the  bladder  and 
urethra  would  produce  just  such  a  thick  firm  ring. 
Those  who  have  dealt  with  this  type  of  prostate 
know  how  dense  this  tissue  is  and  how  intimately 
it  attaches  itself  to  the  mucous  membrane. 

These  cases,  then,  in  the  second  and  third  stages  of 
obstruction  present  little  difficulty  in  diagnosis  if 
one  will  bear  in  mind  that  one  can  have  a  prostatic 
obstruction  without  an  appreciable  increase  in  the 
size  of  the  gland  as  felt  by  rectum.  Any  obstruction 
that  does  not  depend  upon  an  hypertrophic  prostate, 
or  new  growth,  must  depend  upon  a  fibrous  prostate 
or  one  of  the  conditions  that  it  produces. 

We  have  two  other  forms  of  prostatic  disease 
that  may  be  confused  with  the  fibrous  prostate — 
tuberculosis  and  carcinoma  of  the  prostate. 

In  tuberculosis  the  gland  rarely  has  the  clear-cut 
hard  outline  seen  in  the  fibrous  prostate.  It  is 
usually  more  tender;  often  there  is  a  mass  in  an  epi- 
didymis or  a  vesicle,  and  in  all  my  personal  cases 
tubercle  bacilli  have  been  found  in  the  urine.  In 
one  or  two  cases,  however,  the  condition  was  per- 
plexing at  the  outset. 

It  is  often  difficult,  and  sometimes  impossible,  to 
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dififerentiate  between  the  small  fibrous  obstructive 
prostate  and  the  early  stage  of  a  carcinamatous 
prostate.  The  question  of  malignancy  arises  in  the 
consideration  of  many  of  the  cases  of  this  type,  since 
the  malignant  prostate  is  as  a  rule  relatively  small 
and  hard,  though  this  is  not  without  its  exceptions. 
When  the  carcinoma  is  advanced  the  stony  hardness, 
rather  than  fibrous  consistency  of  the  gland,  and 
especially  the  fixity  of  the  prostate,  makes  the  differ- 
entiation easy.  In  a  small  proportion  of  cases  I  find 
it  absolutely  impossible  to  tell  before  operation 
whether  a  given  prostate  is  of  the  small  fibrous  variety 
or  a  beginning  carcinoma. 

Great  interest  attaches  to  the  treatment  of  these 
small  fibrous  prostates,  for  I  believe  it  is  in  this  type 
of  obstruction  that  we  meet  many  of  our  operative 
failures,  or  unsatisfactory  results.  I  know  this  has 
been  my  personal  experience.  The  suprapubic  enu- 
cleation is,  in  my  opinion,  quite  unsuited  for  dealing 
with  this  type  of  obstruction.  In  the  only  instance 
in  which  I  have  attempted  it  in  this  sort  of  a  prostate 
I  found  that  it  was  only  with  the  greatest  difficulty 
that  I  could  tear  away  a  small  amount  of  tissue. 
This  gave  some  relief,  to  be  sure,  but  an  inferior  result. 
The  median  perineal  operation  would  seem  to  be  as 
inapplicable  as  the  suprapubic  operation,  though  I 
must  confess  that  I  have  not  tried  it.  The  trans- 
verse perineal  operation  seems  to  me  the  one  best 
suited  for  dealing  with  this  condition. 

As  I  have  studied  my  cases,  and  particularly  my 
unsatisfactory  results,  I  have  arrived  at  the  conclu- 
sion that  in  these  cases  one  must  do  more  than  it  is 
necessary  to  do  with  the  hypertrophic  cases.  It  is 
not  enough  in  many  instances  to  simply  remove  all 
the  prostatic  tissue  that  one  can  get.  This  fact  is 
well  illustrated  in  my  fourth  and  fifth  cases.  In 
Case  4,  after  the  removal  of  all  the  prostatic  tissue 
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that  I  could  get,  the  patient  remains  unable  to  empty 
his  bladder  perfectly.  In  Case  5,  I  was  compelled 
under  similar  circumstances  to  do  a  secondary  opera- 
tion. I  believe  that  in  theory,  if  we  removed  all  the 
prostatic  tissue  beneath  and  to  the  sides  of  the 
prostatic  urethra,  and  left  the  urethra  absolutely 
free  of  prostate,  that  would  be  sufficient.  In  prac- 
tice I  doubt  if  this  can  be  done,  as  there  seem  to  be 
little  bands  of  prostatic  tissue  that  are  fairly  sunk 
into  the  wall  of  the  urethra.  At  any  rate,  after  the 
removal  of  all  the  tissue  that  we  can  get  there  often 
remains  a  small,  tight,  fibrous  bladder  outlet,  wholly 
difEerent  from  the  gaping  open  bladder  outlet  seen 
after  the  removal  of  the  usual  hypertrophic  gland.  I 
believe  that  it  is  essential  that  this  fibrous  ring  be 
split,  either  by  an  incision  on  the  floor,  or  by  an 
incision  on  the  floor  and  on  one  side.  This  cutting  of 
the  bladder  outlet  also  does  away  with  any  slight  bar. 
In  order  to  meet  these  requirements,  I  have  gradu- 
ally made  certain  modifications  in  the  usual  trans- 
verse perineal  prostatectomy  that  I  think  are  espe- 
cially adapted  for  dealing  with  the  condition.  I 
dissect  the  perineum  and  lay  the  prostate  bare,  after 
the  method  that  Young  has  so  clearly  described. 
Then,  instead  of  opening  the  urethra  just  in  front 
of  the  prostate,  I  open  into  the  prostatic  urethra 
through  the  tissue  of  the  prostate  itself  at  a  point 
just  back  of  its  tip.  This  is  done  in  order  that  I  may 
avoid  any  chance  of  injuring  the  compressor  urethras, 
as  it  is  most  important  that  this  muscle  be  left 
intact  if  one  is  to  intentionally  divide  the  bladder 
outlet,  including,  as  this  will,  the  internal  sphincter. 
With  the  tractor  in  place,  and  with  the  surface  of  the 
prostate  well  exposed,  I  either  make  a  transverse 
incision  through  the  capsule,  or  making  an  incision 
into  the  substance  of  the  gland,  I  remove  with  curved 
scissors  first  the  exposed  surface  of  the  prostate  and 
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then  all  of  the  prostatic  tissue  that  I  can  get,  below 
and  at  the  sides  of  the  urethra.  I  remove  the  tissue 
back  to  where  I  can  feel  the  tractor  in  the  bladder 
separated  from  the  prostatic  cavity  by  only  the  thick- 
ness of  the  bladder  wall.  In  digging  away  this  pros- 
tatic tissue  I  have  lately  found  biting  forceps  of 
great  service.  Their  use  for  this  purpose  was  first 
called  to  my  attention  by  Dr.  A.  T.  Cabot.  I  have 
had  a  pair  of  rongeur  forceps,  such  as  are  commonly 
used  for  the  removal  of  adenoids,  made  a  little  less 
curved  and  find  them  useful.  I  find  them  quite  as 
useful,  however,  as  a  forceps  to  pick  up  and  hold  the 
dense  prostatic  tissue,  as  for  their  biting  ability. 
They  can  be  made  to  bite  into  the  densest  tissue  and 
give  one  a  hold  that  I  have  been  wholly  unable  to  get 
with  ordinary  toothed  dissecting  forceps  or  with 
tenacula  of  various  sorts. 

When  one  has  removed  all  the  prostatic  tissue 
that  he  can  get,  it  is  necessary  to  see  if  the  bladder 
outlet  presents  a  sharp,  tight  ring.  If  it  does,  this 
must  be  cut;  a  single  cut  on  the  floor,  well  through 
the  band,  will,  I  believe,  be  sufficient  in  most  cases. 
It  can  be  supplemented  with  a  lateral  cut  if  desired, 
or  a  cut  on  either  side  may  take  the  place  of  the  inci- 
sion on  the  floor;  the  point  is  to  leave  the  bladder 
outlet  open  and  patulous.  I  do  not  believe  that 
incontinence  follows  this  cutting  of  the  bladder  outlet 
if  one  leaves  the  compressor  urethras  intact.  The 
incontinence  in  Case  5  of  my  series  might  seem  to 
contradict  this,  but  I  am  convinced  that  this  was 
due  to  an  injury  of  the  membranous  urethra  that  I 
discovered  at  the  close  of  the  first  operation.  This 
was  brought  about  by  the  unguarded  use  of  a  retractor. 
The  cutting  of  the  bladder  outlet  has  not  usually 
been  attended  with  much  hemorrhage.  In  a  case 
more  recent  than  those  described  in  this  paper, 
I  encountered  a  moderate   hemorrhage,  but  it  was 
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perfectly  controlled  by  gauze  packing.  In  this 
type  of  prostate  the  bleeding  incident  to  the  removal 
of  the  prostatic  tissue  itself  is  less  than  that  seen  in 
the  large  hypertrophic  prostates  in  which  there  is 
the  increased  blood  supply  commonly  seen  in  tumors 
in  general. 

After  incising  the  bladder  neck  double  tubes  should 
be  placed  in  the  bladder  and  brought  out  through  the 
perineal  wound.  I  usually  use  tubes  having  a 
diameter  of  ^  of  an  inch,  sometimes  ^  of  an  inch. 
I  believe  it  is  well  in  these  fibrous  prostates  to  leave 
these  tubes  in  place  for  three  or  four  days,  instead  of 
one  or  two.  It  has  been  my  custom  of  late  to  pass 
a  small  rubber  catheter  into  the  bladder  through  the 
urethra  at  the  time  that  I  insert  the  perineal  tubes, 
and  to  fix  it  by  a  stitch  through  the  meatus.  It  seems 
to  hasten  the  closing  of  the  perineal  wound  and  to 
facilitate  the  subsequent  passage  of  instruments  if 
this  becomes  necessary.  This  I  do  not  confine  to 
operation  on  these  fibrous  prostates,  but  use  it  in  the 
hypertrophied  ones  as  well. 

I  lead  rubber  covered  wicks  down  into  the  cavity 
from  which  the  prostatic  tissue  has  been  removed, 
and  after  bringing  the  fibres  of  the  levator  ani  together 
with  two  catgut  sutures,  I  close  the  skin  wound  on 
either  side  of  the  tubes  and  wicks.  While  the  urine 
is  bloody  and  contains  small  clots  I  have  the  bladder 
irrigated;  at  first  at  intervals  of  an  hour  or  two,  later 
at  less  frequent  intervals.  The  wicks  are  removed 
in  twenty-four  hours. 

These  modifications  of  the  usual  operative  tech- 
nique have  gradually  been  evolved  to  meet  difficulties 
that  I  have  encountered  in  dealing  with  these  cases. 
The  method  in  its  entirety  has  as  yet  been  used  in 
only  a  few  cases,  but  has  given  satisfactory  results. 

The  points  to  which  I  would  call  special  attention 
are  these: —  ^ 
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There  is  a  class  of  obstructive  prostates  in  which 
the  rectal  examination  shows  little,  if  any,  increase 
in  size  of  the  gland.  These  prostates  are  dense  and 
fibrous,  showing  little  similarity  to  the  large  hyper- 
trophic prostates.  They  are  the  result  of  an  inflam- 
matory process.  Their  recognition  before  there  is 
an  appreciable  residual  may  be  difficult.  They  are 
often  associated  with  a  contraction  of  the  bladder 
neck  or  a  bar  of  the  bladder  outlet.  In  order  to  give 
these  patients  relief  it  is  important  not  to  over- 
look either  element  of  the  obstruction. 


POST-OPERATIVE  TREATMENT  IN  PERINEAL 
PROSTATECTOMY. 
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The  post-operative  management  of  prostatic  opera- 
tions has  such  direct  relation  to  the  handling  of  these 
cases  prior  to  and  during  the  operation  that  it  is  diffi- 
cult to  discuss  it  separately.  Careful  preparatory- 
treatment  obviates  a  great  deal  of  the  anxiety  and 
care  incidental  to  the  subsequent  handling  of  these 
cases,  and  perhaps  it  may  be  admissible  in  this  con- 
nection to  emphasize  the  observations  of  the  writer 
upon  the  relation  of  careful  attention  to  local  and 
general  conditions  before  operation,  as  having  a  direct 
bearing  upon  the  things  which  may  or  may  not 
have  to  be  done  following  operation.  In  over  two 
hundred  operations  upon  the  prostate  it  has  been 
the  effort  where  possible  to  secure  drainage  by  catheter 
anchorage  during  a  greater  or  less  length  of  time  before 
operation,  and  where  the  anchorage  of  a  catheter 
could  not  be  borne,  to  have  recurrent  catheterization 
as  systematically  followed  as  possible.  Night  drain- 
age and  periodical  catheterization  during  the  day  has 
been  found  especially  advantageous,  as  it  does  not 
prevent  exercise  during  the  day  and  secures  better 
rest  at  night.  Relief  of  bladder  irritability,  improve- 
ment in  the  condition  of  the  urine,  especially  in  the 
diminution  of  the  amount  of  pus,  epithelial  debris, 
and  improvement  in  the  specific  gravity,  reaction, 
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the  odor,  and  the  per  cent  of  urea  have  been  usually 
observed  where  this  plan  has  been  followed.  Con- 
tinuous night  and  day  drainage  has  been  used  in 
many  cases,  and  if  the  patient  is  under  proper  control 
this  can  be  done  by  wearing  a  urinal  during  the  day, 
or  by  clamping  or  tying  the  catheter  and  releasing  it 
at  comparatively  short  intervals  for  emptying  or 
irrigating.  Also,  attention  to  diet,  general  hygiene, 
and  the  administration  of  supportive  remedies  before 
operation,  the  after-handling  has  seemed  to  be  a 
matter  of  less  difficulty  than  otherwise.  Where  no 
improvement  or  but  little  has  followed  careful  pre- 
paratory treatment  the  writer's  cases  have  involved 
greater  surgical  risk  and  consequently  more  after-care. 

When  patients  are  put  upon  the  operating  table 
with  a  bladder  that  has  been  functionally  rested  and 
relieved  by  previous  treatment,  and  if  the  upper  uri- 
nary tract  has  been  washed  out  by  previous  drinking 
of  water  and  colon  flushing,  the  amount  of  shock  and 
renal  disturbance  following  operation  has  been  less. 

As  bearing  upon  the  post-operative  handling,  the 
writer,  especially  for  the  past  two  or  three  years,  has 
tried  to  limit  the  period  of  anaesthesia  as  much  as 
possible  by  having  everything  ready  beforehand  and 
expediting  the  operation  as  much  as  practicable. 
Ether  is  used,  followed  by  oxygen  at  the  moment  the 
operation  is  completed,  and  in  some  cases  the  two 
have  been  combined  or  given  alternately.  During 
anaesthesia  normal  salt  solution  is  given  by  hypo- 
dermoclysis  in  practically  all  cases,  and  the  heart's 
action  further  supported  by  the  previous  use  of 
strychnia,  of  which  one-twentieth  of  a  grain  is  usually 
given  just  before  anaesthesia  is  commenced .  The  nausea 
and  marked  depression  following  prostate  operations, 
and  the  period  of  post- an  aesthetic  stupor,  have  been 
greatly  lessened  by  the  routine  use  of  oxygen  imme- 
diately after  withdrawal  of  the  anaesthetic,  and  the 
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patient  is  usually  taken  to  his  room  with  good  color 
and  pulse  and  a  warm  body  surface,  and  certainly  in 
better  condition  than  where  oxygen  has  not  been 
used. 

Control  of  hemorrhage  after  operation  is  best 
secured  by  proper  packing,  and  some  sort  of  drain- 
age device  which  will  insure  continuous  in  and  out  flow 
and  in  which  the  stream  is  so  graduated  that  the 
inflow  shall  not  be  too  rapid  and  cause  distention  of 
the  bladder  in  the  event  of  occlusion  of  the  outflow 
tube  by  blood  clots.  The  size  of  the  inflow  tube 
should  be  much  smaller  than  that  of  the  outflow  tube. 
In  this  connection,  the  tube  devised  by  the  writer's 
assistant,  Dr.  H.  G.  Hamer,  described  in  the  Febru- 
ary, 1910,  number  of  the  American  Journal  of 
Urology,  has  answered  a  most  excellent  purpose. 
Soft-rubber  tubes  do  not  always  afford  security  in 
drainage,  because  of  the  danger  of  partial  occlusion  of 
the  tube  from  the  surrounding  packing.  The  Hamer 
tube,  being  of  metal,  not  only  affords  a  reliable  guide 
in  the  insertion  of  packing,  but  by  its  firmness  gives 
a  certain  amount  of  added  pressure  and  rigidity  to  the 
packing,  and  thereby  somewhat  lessens  the  amount 
of  packing  necessary.  The  use  of  two  rubber  drain- 
age tubes  or  a  two-way  rubber  catheter  will  answer 
fairly  well  in  many  cases  if  the  tubes  are  of  proper 
proportionate  size,  one  being  small  and  the  other 
large.  Tubes  having  an  equal  inflow  and  outflow 
caliber  are  not  safe  or  satisfactory.  Some  ten  years 
ago  the  writer  began  using  two  rubber  catheters,  one 
large  and  one  small,  which  he  had  had  vulcanized 
together.  This  tube  was  shown  during  the  reading 
of  a  paper  by  the  writer  before  the  New  York  Branch 
of  the  American  Urological  Association,  February  7, 
1906.  (American  Journal  of  Urology,  June,  1906.) 
Prior  to  that  he  had  used  a  large  and  small  catheter, 
inserted  together  and  held  in  position  by  a  safety- 
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pin.  The  latter,  and  subsequently  the  vulcanizing 
of  two  tubes,  secured  fair  drainage,  but  the  surround- 
ing packing  by  this  method  was  not  as  satisfactory  as 
secured  with  the  Hamer  tube.  The  latter  gives  ample 
outflow  calibre  and  if  it  should  become  occluded  by 
blood  clots  a  small  soft-rubber  catheter  can  be  passed 
through  the  large  tube  into  the  bladder  while  irriga- 
tion is  progressing,  and  it  is  usually  very  easy  to  dis- 
lodge clots  in  this  way  if  they  occur.  In  connection 
with  the  drainage  it  is  important  to  see  to  it  that 
two-way  irrigation  is  commenced  the  moment  the 
patient  is  put  in  bed  after  removal  from  the  operating 
room,  and  that  the  satisfactory  working  of  the  irriga- 
tion apparatus  should  be  tested  before  the  patient  is 
removed  from  the  operating  table.  An  interval  of 
fifteen  or  twenty  minutes  immediately  after  removal 
of  the  patient  from  the  operating  room  is  sufficient 
time  during  which  enough  clots  may  accumvdate  in  the 
bladder  to  cause  a  great  deal  of  trouble.  The  last 
thing  done  before  the  patient  is  taken  from  the 
operating  table  to  his  room,  and  the  first  thing  after 
he  is  put  to  bed,  should,  therefore,  be  two-way  irriga- 
tion. Ordinarily  it  should  be  continued  for  from 
two  to  four  hours,  or  longer  if  necessary,  the  amoimt 
of  flow  being  regulated  by  the  height  of  the  irrigator 
tank  and  the  thumbscrew  cutoff  on  the  tube  attached 
to  the  inflow.  Usually  within  two  or  three  hours  the 
drainage  is  so  perfectly  clear  that  continuous  drainage 
may  be  suspended  and  frequent  brief  irrigations  sub- 
stituted. Displacement  of  a  drainage  tube,  and  con- 
sequent interference  with  irrigation,  is  almost  invari- 
ably due  to  a  failure  to  properly  place  and  adjust  the 
primary  dressing.  Whether  a  safety-pin,  or  a  shield 
in  the  case  of  rubber  tubes,  or  a  metal  disc  in  case  of 
solid  tubes  is  used,  but  very  little  gauze  should  be 
placed  between  the  perineum  and  the  safety-pin  or 
other  securing  device.     Two  or  three  thicknesses  of 
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thin  gauze  is  sufficient,  and  it  is  better  to  use  none 
at  all  than  too  much,  as  its  inevitable  tendency  is 
to  displace  the  tube  in  lifting  or  moving  the  patient. 
A  heavy  gauze  packing  outside  the  securing  device  is, 
however,  important,  and  should  be  supplemented  by 
one  or  two  hard-folded  towels,  and  the  outer  one  of 
the  towels  •  folded  in  three-cornered  fashion,  like  a 
diaper,  and  over  this  a  firm  T-bandage  applied,  the 
security  of  which  is  further  assured  by  pinning  the 
protruding  ends  of  the  last  towel  together  over  the 
perineal  straps  of  the  T-bandage.  Careful  bushing 
behind  the  scrotum  with  cotton  or  gauze  at  the 
moment  the  T-bandage  is  tightened  is  helpful  in 
holding  the  testicles  well  forward  and  avoiding  sag- 
ging, which  otherwise  may  be  followed  by  epididy- 
mitis. On  changing  the  dressing  and  removing  the 
gauze  the  morning  following  operation,  the  metal 
tube  above  referred  to  is  also  removed  and  subse- 
quently a  single  soft-rubber  drainage  tube  used.  In 
doing  this  the  inflow  metal  tube  is  unscrewed  and 
removed,  and  the  outflow  metal  tube  left  in  position, 
while  a  large  rubber  tube  is  inserted  through  the 
latter  into  the  bladder.  The  drainage  capacity  of  the 
rubber  tube  is  then  tested  by  irrigating,  and  the 
outer  end  of  the  rubber  tube  is  then  held  firmly  with 
the  left  hand,  while  with  a  slight  rotary  motion  the 
right  hand  withdraws  the  metal  tube  from  the  bladder 
over  the  rubber  tube,  leaving  the  latter  in  position. 
The  gauze  packing  is  then  slowly  removed  by  grasp- 
ing the  outer  end  of  each  piece  with  a  pair  of  forceps 
and  slowly  twisting  the  loose  gauze  into  a  small 
cord.  Three  or  four  hours  before  the  change  of  dress- 
ing the  attendant  is  instructed  to  inject  three  or  four 
ounces  of  sterilized  sweet  oil  into  the  bladder  and  to 
close  the  outflow  tube  for  ten  minutes.  The  oil  thus 
injected  finds  its  way  around  the  drainage  tube  and 
to  some  extent  is  absorbed  by  the  gauze  and  makes 
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the  latter  much  easier  to  remove,  and  consequently 
lessens  the  danger  of  bleeding  when  the  packing  is 
removed.  In  addition  oil  is  also  injected  onto  the 
gauze  aroimd  the  soft-rubber  drainage  tube  after  the 
latter's  insertion. 

While  not  intending  to  discuss  the  technique  of 
enucleation,  it  is  proper  to  say  that  the  writer  has 
almost  always  used  a  median  perineal  incision,  and 
has  usually  entered  the  prostatic  capsule  laterally  at 
its  apex.  After  the  insertion  of  the  drainage  tube 
and  the  packing,  the  wound  is  closed  by  suture  in 
front,  and  if  necessary  behind  the  tube,  and  this  has 
ordinarily  given  no  difficulty  in  the  removal  of  the 
packing  after  the  insertion  of  the  rubber  drainage 
tube  and  the  removal  of  the  metal  tube  over  it,  and 
it  has  had  the  additional  advantage  of  leaving  a  very 
small  scar  and  avoiding  perineal  fistula.  A  perma- 
nent perineal  fistula  has  not  occurred  in  any  of  the 
writer's  cases,  although  occasionally  the  opening  has 
been  stubborn  in  not  completely  closing  for  a  time. 

That  shock  and  hemorrhage  are  profoundly  influ- 
enced by  the  adjustment  and  subsequent  handling 
of  the  drainage  apparatus  may  be  stated  as  an 
apology  for  giving  in  detail  some  points  which, 
although  often  discussed,  do  not  always  seem  to  be 
fully  appreciated. 

Where  post-operative  shock  is  evident  and  marked 
depression,  hypodermoclysis,  or  the  opening  of  a  vein 
and  the  transfusion  of  normal  salt  solution,  has  been 
followed,  and  in  few  cases  adrenalin  has  been  added 
to  the  solution  introduced  into  the  vein.  In  two 
cases  where  shock  was  profound  one  dram  of  adrenalin 
was  added  to  about  1,000  c.c.  of  normal  salt  solution, 
and  seemed  to  exert  an  immediate  and  strikingly 
helpful  influence  on  the  heart's  action.  In  other 
cases  a  smaller  quantity  of  the  adrenalin  has  been 
used  with  the  normal  salt  solution  by  hypodermo- 
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clysis.     In  the  two  cases  where  a  large  quantity  of 
adrenalin  was  used  there  was  a  marked  chilling  of 
the  surface  of  the  body,  within  an  hour  afterwards, 
necessitating  the  careful  application  of  hot  blankets. 
The  handling  of  the  patient  has  been  greatly  facili- 
tated by  the  separate  and  complete  wrapping  of  each 
leg  in  blankets,  and  this  also  facilitates  the  handling 
of  whatever  drainage  apparatus  may  be  employed. 
The  blanketing  and  also  the  normal  salt  injection 
contributes  to  profuse  sweating,  but  if  marked,  this  is 
usually  controlled  by  the  hypodermic  use  of  atropia. 
The  early  resumption  of  regular  diet,  frequent  change 
of  position  of  the  patient,  the  use  of  increasingly 
smaller  drainage  tubes  to  be  replaced  as  soon   as 
possible  by  drainage  catheter  in  the  natural  channel, 
are  desirable.     The  question  of  getting  the  patient 
up  early  is,  the  writer  believes,  to  be  fairly  regarded 
as  still  debatable.     Getting  the  patient  in  the  semi- 
upright  position  the   first  or  second  day  following 
operation  by  a  properly  adjusted  body  support  has 
seemed  both  beneficial  and  desirable,  in  the  writer's 
experience,  but  in  no  case  has  he  ventured  to  get 
the  patient  on  his  feet  the  day  following  or  even  the 
second  day  following  a  prostatectomy.     Perhaps  the 
writer's  views  on  this   question   may  be  somewhat 
influenced  by  the  fact  that  in  one  case  where  a  patient 
was  apparently  in  perfect  condition  he  had  him  put 
in  the  semi-upright  position  on  the  second  morning 
following  operation,  and  an  hour  later  the  patient  died 
from  embolism.     Frequent  change  of  position  and  the 
early  resort  to  the  semi-upright  position  have,  how- 
ever, been  constantly  regarded  as  of  great  importance. 
In  closing  it  may  be  proper  to  add  that  permanent 
incontinence  of  urine  has  not  followed  in  any  of  the 
writer's  cases  operated  by  median  perineal  incision. 
In  a  number  of  cases  there  has  been  temporary  incon- 
tinence,  but  the  systematic  and  persistent  use   of 
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dilatation  of  the  prostatic  urethra  and  vesical  orifice 
by  Kollmann's  dilator  has  relieved  the  incontinence. 
In  one  case  where  dilatation  was  not  resorted  to,  incon- 
tinence persisted  lor  several  months,  but  this  patient, 
who  lived  in  a  neighboring  state  and  could  not  be  seen 
regularly,  was  relieved  by  the  passage  of  large  size 
steel  sounds  by  his  family  physician. 


DISCUSSION 

OF   PAPERS   OF   DRS.   BARNETT,  CHUTE    AND   WISHARD. 

Dr.  Eugene  Fuller  of  New  York:  I  might  say  a  word 
about  Dr.  Bamett's  cases.  They  strike  me  as  very  inter- 
esting cases  of  prostatectomy.  I  do  not  quite  see  why  he 
put  the  "cum  Vesiculectomy"  on  his  title.  I  do  not  think 
you  can  ever  take  out  a  prostate  without  having  a  certain 
amount  of  shreddy  material  being  attached  to  it,  and  I  think 
very  likely  he  may  have  taken  away  some  of  the  ejaculatory 
ducts,  but  I  do  not  quite  think,  without  a  good  deal  of  histo- 
logical addenda,  that  we  ought  to  call  those  cases  examples  of 
seminal  vesiculectomy.  I  think,  to  get  out  the  seminal  vesicle 
you  would  have  to  have  a  good  deal  more  dissection. 

Another  point  about  the  seminal  vesicle  that  seems  to  be 
misunderstood.  I  think  Dr.  Block  alluded  to  me  as  a  cham- 
pion of  removing  the  seminal  vesicles.  I  have  removed  them 
only  once  or  twice.  I  have  drained  them  one  hvmdred  and 
sixty  times  without  any  mortality,  but  I  do  not  believe  in 
removing  them.  It  may  possibly  be  only  a  short  length  of 
time  before  the  bacterins  are  so  developed  that  draining  the 
seminal  vesicles,  the  operation  on  the  mastoid,  and  ninety- 
five  per  cent  of  the  operations  of  surgery  will  be  out  of  date 
when  only  about  five  per  cent  of  us  will  be  in  practice  and 
the  few  that  are  will  have  little  else  to  do  aside  from  picking 
out  the  various  vaccines  for  different  diseases.  It  will  be  a 
Utopian  state  of  affairs.  It  may  occur,  but  I  am  not  look- 
ing for  it  just  at  present. 

As  to  Dr.  Chute's  paper,  it  was  very  instructive.  I  think 
in  these  small  fibrous  prostates  it  is  a  question  whether  a 
great  many  of  them  do  not  come  under  the  head  of  what 
Dr.  Keyes  years  ago  brought  out  as  contraction  of  the  neck 
of  the  bladder,  and  what  Dr.  Young  last  winter  read  a  paper 


124 

on,  as  stricture  of  the  prostatic  urethra.  I  think  a  great 
many  of  them  are  simply  contracted  fibrous  necks  of  the 
bladder.  There  is  one  point  in  regard  to  diagnosis  that  has 
not  been  mentioned  here.  By  the  rectum  you  cannot  in 
those  cases  feel  anything  abnormal  about  the  prostate,  by 
putting  in  a  sound  you  cannot  feel  a  stricture,  and  you 
cannot  see  an)rthing  with  the  cystoscope.  But  if  you  will 
take  a  large-sized  bougie  k  boule,  as  large  as  you  can  get 
through  the  meatus,  and  pass  it  into  the  bladder,  you  will 
almost  always  as  you  come  to  withdraw  it  find  that  it  catches 
very  firmly  at  the  prostatic  vesical  neck  before  it  even  enters 
the  prostatic  urethra  at  all.  In  normal  conditions  that 
instrument  will  not  catch  there.  I  have  found  this  a  valu- 
able means  of  diagnosis  in  cases  of  this  description. 

I  do  think,  as  I  believe  Dr.  Chute  brought  out,  that  you 
do  not  want  to  dissect  out  those  prostates  too  much.  I  think 
that  in  these  fibrous  cases  if  you  will  simply  cut  through  the 
floor  of  the  neck  of  the  bladder  you  will  get  better  results 
than  by  attempting  to  remove  the  prostate.,  I  believe  it  is 
better  to  cut  through  on  the  floor  rather  than  laterally. 

The  questions  that  Dr.  Wishard  raised  are  very  important 
and  interesting.  There  is  no  doubt  that  where  you  can  get 
your  patients  ready  by  flushing  out  the  kidneys  before 
operation  is  a  very  wise  thing  to  do.  But  a  great  many 
times  you  cannot.  One  thing  that  is  very  unfavorable  in 
these  cases  is  where  they  have  been  loaded  up  with  opium 
for  a  long  time.  In  such  cases  you  are  very  apt  to  have 
trouble  with  the  kidneys.  It  is  very  important  indeed  that 
you  find  out  beforehand  whether  opiates  are  being  used,  and 
if  a  doctor  is  going  to  refer  a  case  to  you  for  operation  in  a 
few  days,  to  ask  him  to  desist  with  his  opium,  so  that  when 
the  man  gets  to  you  he  will  not  be  filled  with  the  drug.  Push 
him  with  strychnine. 

I  think  what  Dr.  Wishard  said  about  free  drainage  and 
not  too  much  packing  in  these  cases  is  very  important. 
Within  the  last  year  or  so  I  have  tried  in  a  number  of  cases 
of  perineal  prostatectomy  the  method  of  putting  in  two 
parallel  drainage  tubes.  Then  you  can  irrigate  the  bladder 
through  one  and  out  the  other  without  causing  a  great  deal 
of  vesical  tenesmus.  At  the  end  of  perhaps  forty-eight  hours 
I  remove  one  tube  and  leave  the  other.  You  do  not  want 
to  begin,  right  after  one  of  those  operations,  too  vigorous 
vesical  irrigations  until  the  period  of  oozing  is  over  with. 

Another  point  that  Dr.  Wishard  brought  up  is  this  getting 
old  men   up  in  fifteen  minutes,  or  twenty-four  hours,    or 
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thereabouts,  after  a  prostatectomy  and  asking  them  to  run 
and  catch  the  next  train  and  get  out.  I  think  this  has  been 
very  much  overdone.  It  is  nonsense,  I  think.  I  had  a 
general  surgeon  the  other  day  in  New  York  come  to  me 
and  ask  me  what  percentage  of  my  cases  of  prostatectomy 
died  of  cerebral  thrombosis  after  operation.  I  tried  to  think, 
and  I  could  only  remember  of  one  case.  He  seemed  to  think 
that  I  was  holding  back,  or  perhaps  lying.  He  said,  "We 
all  have  a  great  many  of  them  that  die  of  that  sort  of  thing, 
and  at  the  same  time  we  get  them  up  so  that  they  can  breathe 
and  get  out."  When  you  perform  prostatectomy  you  work 
around  large  blood  vessels,  and  it  stands  to  reason,  it  seems 
to  me,  that  these  patients  need  a  certain  amoimt  of  rest  in 
that  region.  My  case  of  cerebral  thrombosis  occurred  years 
ago.  You  do  not  want  these  patients  lying  flat  on  their 
backs;  you  want  them  to  sit  up  a  little  and  to  be  frequently 
moved  from  side  to  side;  but  be  a  Uttle  bit  slow  about  rush- 
ing them  out  and  saying  goodbye  to  them.  Keep  them 
quiet,  and  when  they  first  get  out  of  bed  have  them  lifted 
out. 

Dr.  Granville  MacGowan  of  Los  Angeles:  These  papers 
have  been  very  interesting  to  me.  We  meet  with  cases  of 
fibroid  or  contracted  prostate.  Any  one  who  has  operated  a 
considerable  number  of  times  for  prostatism  will  agree  that 
these  cases  give  him  a  bit  more  anxiety  than  any  of  the  cases 
of  greatly  enlarged  prostates  do.  I  directed  attention  sev- 
eral years  ago,  to  cases  that  had  been  dealt  with  by  me 
more  satisfactorily,  by  freely  severing  the  neck  of  the  bladder 
and  the  floor  of  the  prostatic  urethra  with  a  Blizzard,  and 
afterwards  removing  the  prostate.  You  will  find  that  the 
hardened  organ  falls  apart,  and  may  be  removed  nicely  with 
the  finger,  rongeurs,  or  by  dissection.  I  do  not  recall  any 
case  that  I  have  operated  on  in  this  way,  that  has  had  any 
permanent  leakage.  I  have  seen  such  cases  leak  where  the 
bladder  neck  was  cut  without  removing  the  prostatic  growth, 
and  I  have  seen  cases  leak  where  the  neck  was  cut  on  two 
sides,  and  I  have  also  seen  them  leak  where  an  attempt  had 
been  made  to  excochleate.  But  in  the  few  cases  where  I  had 
the  courage  to  cut  through  the  floor  boldly,  and  then  remove 
all  the  hardened  tissue,  scar  tissue  and  gland  overgrowth, 
they  did  not  leak  permanently. 

Where  I  am  in  doubt  about  the  condition  of  the  prostatic 
urethra  in  cases  of  prostatism,  or  something  that  seems  to 
be  prostatism,  after  having  made  the  regular  examination 
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by  the  rectum  to  see  if  I  can  discover  any  enlargement  that 
way,  I  systematically  use  bougies  k  boule,  passed  into  the 
bladder,  noting  any  obstruction  to  their  withdrawal  through 
the  prostatic  urethra;  then  I  take  a  straight  urethroscopic 
tube,  No.  24  to  26  French,  and  with  a  direct  light,  examine 
the  prostatic  urethra.     With  this  instrument  one  can  see 
and  feel  the  hard,  thickened,  contracted,  fibrous,  strict ured 
condition  of  the  urethra  and  bladder  neck,  and  any  bands 
that   may  be  and  so  often   are  there.     But  I  have  grown 
wiser  through  experience,   too.      I   have   called   to   notice, 
elsewhere,  that  in  some  of  these  cases  which  seem  to  be  pros- 
tatic, in  which  there  is  residual  urine,  and  in  which  there  is 
vesical  irritability,  or  total  obstruction,  in  which  you  can 
sometimes  feel  an  enlargement  through  the   rectum,   and 
sometimes  not,  and  in  which  the  cystoscope  does  not  give  a 
very  satisfactory  image,  that  there  are  other  pathological 
conditions,  entirely  independent  of  the  prostate,  that  give 
rise  to  these  symptoms  of  prostatism.     These  causes  which 
I  have  recorded  have  been,  first,  cancers  of  the  superior  wall 
of  the  bladder,  the  bladder  vault,  or  the  lateral  wall  of  the 
bladder.     I  have  now  had  three  cases  of  this  kind  where  the 
heavy  cancerous  tissue  in  the  superior  wall  of  the  bladder, 
prolapsing,  filled  out  the  bladder  neck  and  felt  through  the 
rectum  exactly  like  an  enlargement  of  the  prostate.    Second, 
a  falling  or  sagging  of  the  mucous  membrane  of  the  bladder 
posterior  to  and  above  the  trigone,  a  kind  of  ptosis  comparable 
to  ptosis  of  the  abdominal  organs,  without  prostatic  enlarge- 
ment, but  causing  a  condition  akin  to  prostatism.     Third, 
within  the  last  few  years,  it  has  been  the  practice  of  some 
very  good  surgeons  in  cases  of  tuberculosis  of  the  kidney  and 
ureter,  to  remove  the  kidney,  leave  the  ureter,  and  to  squirt 
pure  carbolic  acid  with  a  syringe    down   it  and  into  the 
bladder.     Recently  I  had  occasion  to  open  the  bladder  of  a 
man  who  had  had  his  kidney  and  ureter  fixed  in  this  way, 
some  three  years  ago.     He  suffered  from  a  condition  which 
appeared   to   be   prostatism,    with   retention,   but   without 
demonstrable    prostatic    enlargement.     We    examined    him 
with  a  cystoscope  and  could  not  find  any  ureteral  mouth  on 
the  operated  side.     On  the  other  side,  we  could  see  the  jet 
from  the  ureter,  but  it  was  impossible  for  us  to  find  its  mouth. 
There  was  residual  urine  up  to  about  four  ounces,  and  he 
possessed  the  power  of  urinating  very,  very  slightly.     We 
did  a  suprapubic  operation  on  him,  and  we  found  the  right 
side  of  the  bladder  so  deformed  by  the  scar  tissue  resulting 
from  the  bum  by  the  carbolic  acid   that  it  had  drawn  the 
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trigone  out  of  place,  producing  deep  pockets  on  the  right 
side,  crossed  by  rigid  bands,  which  prevented  any  contraction 
on  this  side,  and  which  had  constricted  the  blood  vessels  of 
the  opposite  ureter,  causing  a  hypertrophy  of  the  mouth  of 
the  ureter  on  the  sound  side,  together  with  an  oedema  of  its 
tissues.  The  ureteral  mouth  stood  straight  up  from  the 
bottom  of  the  bladder  like  a  Uttle  womb,  and  when  the 
bladder  was  full,  this  large,  redimdant  ureteral  mouth 
would  fall  over  and  obstruct  the  mouth  of  the  bladder,  just 
as  a  ball  valve  would.  So  you  see,  we  have  a  number  of 
conditions  of  protatism  that  the  prostate  is  not  responsible 
for  at  all. 

The  use  of  the  rongeur  was  first  advocated  by  our  able 
President  in  assisting  in  the  removal  of  enlarged  prostates, 
but  his  first  instmment  was  not  well  constructed.  Dr. 
Ferguson  of  Chicago  has  a  very  good  pattern  for  a  rongeur, 
and  one  can  get  an  excellent  outfit  among  the  nose  and 
throat  instruments.  I  have  had  some  constructed  of  differ- 
ent sizes  and  different  angles,  and  have  found  them  extremely 
useful. 

The  controlling  of  hemorrhage  in  perineal  prostatectomy 
is  ordinarily  not  a  matter  of  very  great  moment.  The 
majority  of  cases  do  not  bleed  very  freely,  and  when  they  do, 
I  make  use  of  a  little  trick  advocated  by  Samuel  Alexander. 
I  take  a  pair  of  tenaculum  forceps  that  are  sufficiently  heavy, 
and  catch  the  mucous  membrane  of  the  bladder  and  the  raw 
tissue  beneath,  from  which  the  prostate  has  been  dissected 
out,  and  pull  them  down  into  the  perineal  wound.  These 
forceps  are  left  in  place  for  twelve  to  twenty-four  hours, 
and  control  the  hemorrhage  very  nicely,  as  in  that  time  there 
is,  as  a  matter  of  course,  considerable  adhesion  between 
the  two  raw  surfaces. 

For  drainage,  in  private  practice,  I  make  use  of  the  tube 
of  Hugh  Young,  but  it  is  rather  expensive.  A  number  of 
years  ago  I  had  a  tube  of  my  own  made  from  malleable  gold, 
with  an  attachment  for  an  evacuating  pump.  This  tube 
was  about  five  and  a  half  inches  long,  and  of  a  diameter  of 
34  French.  I  had  the  stone  attachment  put  onto  it,  because 
if  the  bladder  filled  with  clots  one  could  attach  the  pump 
and  pump  it  out.  I  abandoned  the  metallic  tubes,  because 
I  think  their  pressure  may  be  dangerous  to  the  rectal  tissues, 
and  I  do  not  see  that  they  are  necessary,  or  safer  than  the 
rubber  drains.  In  my  hospital  practice,  I  take  a  No.  26  or  28 
catheter,  cut  it  off  smoothly  at  an  obtuse  angle  just  below 
the  point  where  it  is  strengthened  or  reinforced,  and  to  this 
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lash  a  16  or  18  catheter,  with  two  or  three  small  bits  of  cat- 
gut, pass  them  into  the  bladder  over  a  gorget,  while  with  a 
fountain  syringe  attached  to  the  larger  tube,  the  salt  solution 
is  kept  flowing  as  the  tube  goes  in.  Then  there  is  no  chance 
for  obstruction.  I  keep  the  irrigation  going  until  all  the 
clots  are  out  and  have  the  case  watched  carefully  for  the  first 
few  hours.  This  apparatus  is  satisfactory,  very  comfortable 
and  very  cheap. 

Dr.  Ernest  G.  Mark  of  Kansas  City,  Mo.:  In  regard 
to  Dr.  Chute's  work  in  the  so-called  prostatism  without 
enlargement  of  the  prostate,  it  seems  to  me  that  the  solution 
of  that  difficulty  was  made  some  little  time  ago  in  the  modi- 
fied Bottini.  I  really  cannot  see  the  reason  for  removing 
the  prostate  under  those  circumstances. 

I  think  Dr.  Wishard  and  Dr.  Chute  have  struck  the  keynote 
of  perineal  prostatectomy.  We  all  fear  leakage.  In  studying 
these  cases  it  seems  to  me  we  must  come  to  the  conclusion 
that  the  compressor  urethrae  is  beyond  doubt  the  true 
sphincter  of  the  bladder,  and  that  in  doing  perineal  prosta- 
tectomy our  main  object  should  be  to  preserve  the  genito- 
urinary trigone — ^that  part  between  the  two  layers  of  the 
triangular  ligament — ^and  the  compressor  urethrae.  By  so 
doing  we  shall  prevent  all  possibility  of  leakage. 

The  question  of  rapid  work  has  been  brought  up.  Un- 
doubtedly in  these  old  cases  one  of  the  main  things  to  be 
done  is  a  quick  piece  of  surgery — not  a  piece  of  butchery, 
but  a  quick  piece  of  surgery.  This  can  be  accomplished 
best  by  thorough  preparation  of  the  patient  before  the 
anaesthetic  is  started,  using  a  quick  anaesthetic  (I  like  gas-ether 
or  gas-oxygen),  making  a  median  incision,  opening  up  the 
urethra  at  the  apex  of  the  prostate  behind  the  posterior 
layer  of  the  triangular  ligament,  thereby  saving  the  com- 
pressor urethrae,  and  enucleating  the  prostate.  Then  provide 
free  drainage,  administer  oxygen,  get  the  patient  back  to 
bed,  and,  as  Dr.  Wishard  has  so  ably  stated,  it  is  not  necessary 
to  get  him  up  in  two  or  three  days.  I  believe  by  observing 
these  little  points,  especially  the  preservation  of  the  urethra, 
we  shall  have  less  trouble  than  we  have  been  given  credit 
for  by  the  advocates  of  the  suprapubic  route. 

Dr.  Francis  R.  Hagner  of  Washington,  D.  C:  I  have 
enjoyed  these  papers  very  much  indeed.  Dr.  Chute,  I  think, 
brought  out  a  very  important  point  when  he  spoke  of  cutting 
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the  urethra  behind  the  cut-oflE  muscle.  I  believe  if  we  bear 
that  in  mind  in  our  operations  on  the  prostate  we  shall  not 
have  leakage.  It  is  in  these  cases  with  small  prostates  that 
we  get  the  leakage  most  often. 

In  regard  to  the  removal  of  the  drainage  tube:  I  have  a 
metallic  tube  of  my  own  that  I  presented  five  or  six  years 
ago  at  one  of  the  society  meetings.  It  is  arranged  so  that  a 
stone  evacuator  can  be  attached,  and  the  clots  removed. 
I  believe  if  you  are  careful  to  get  all  the  clots  out  of  the 
bladder  immediately  after  operation  you  will  not  have  the 
tube  clogging  up  after  you  start  the  continuous  irrigation. 

In  removing  the  gauze  after  a  perineal  prostatectomy  I 
have  found  that  peroxide  of  hydrogen  is  one  of  the  best 
things  to  loosen  up  the  gauze.  After  the  tube  is  removed, 
simply  inject  the  peroxide,  which  loosens  up  the  gauze; 
then  inject  a  little  oil  and  the  gauze  will  come  away  readily. 

In  the  removal  of  these  small  prostates  I  think  a  very 
important  thing  is  to  put  the  finger  into  the  bladder  and  pull 
down  and  remove  any  mass  of  prostate  that  may  have  been 
left.  It  is  very  easily  removed  with  the  forceps  that  I  have. 
These  are  the  cases  that  Dr.  Young  got  up  his  prostatic 
incisor  for.  I  have  used  that  instrument  on  a  number  of 
cases  with  very  good  results.  I  do  not  know  whether  they 
will  come  back  for  a  more  radical  operation  or  not,  but  it  is 
a  very  simple  method  of  removing  so-called  contractures  of 
the  neck  of  the  bladder. 


Dr.  James  A.  Gardner  of  Buffalo,  N.  Y.:  One  of  the 
speakers  said  that  the  drainage  tubes  that  were  gotten  up 
by  Dr.  Moore  of  IndianapoUs  were  very  expensive.  This 
statement  is  somewhat  misleading,  for  when  it  is  considered 
that  the  tubes  can  be  used  a  number  of  times  the  expense 
is  not  great.  By  using  a  No.  24  for  the  small  size  and  a  30 
or  32  for  the  outflow  there  is  very  little  chance  of  their 
clogging. 

I  want  to  mention  one  of  the  things  that  will  save  the  nurse 
trouble.  I  like  to  have  a  good  deal  of  flow  during  the  first 
four  or  five  hours  after  operation.  Feeling  that  the  ordinary 
fountain  syringe  was  too  small,  I  looked  around  the  second- 
hand stores  and  found  some  old  ice-water  tanks.  I  found 
these  could  be  sterihzed  very  thoroughly  with  1-20  carbolic 
acid,  and  the  nurse  could  add  from  time  to  time  a  pint  of 
boiUng  salt  solution  to  the  cool  solution,  and  we  could  in  that 
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way  keep  a  sufficient  flow  so  that  there  was  no  chance  of 
bleeding  during  the  first  twenty-four  hours.  At  the  end 
of  that  time  the  bleeding  is  stopped  to  such  an  extent  that  a 
very  small  stream  will  control  the  hemorrhage. 

Dr.  Smith  of  Cincinnati:  I  have  certainly  enjoyed  these 
papers  very  much.  Several  very  important  points  have 
been  brought  out  which  have  been  re-emphasized  by  the 
previous  speakers.  Just  one  word  about  the  band  at  the 
neck  of  the  bladder  which  Dr.  Chute  spoke  of.  I  found  in  one 
case  that  I  could  remove  that  very  nicely  with  the  punch 
which  Dr.  Young  has  devised.  Perhaps  Dr.  Hagner  had 
that  in  mind  when  he  spoke  of  the  prostatic  instrument. 
I  used  this  instrument  after  I  had  removed  all  the  prostatic 
tissue  I  could,  and  still  found  that  there  was  a  hard,  contracted 
ring  around  the  opening  of  the  bladder.  With  the  finger 
acting  as  a  guide  you  can  punch  out  a  large  or  a  small  piece, 
as  you  like,  giving  free  drainage  and  no  bad  after-effects. 

One  word  in  regard  to  Dr.  Wishard's  metallic  drainage 
tube.  Last  November,  at  his  invitation,  I  went  to  Indiana- 
polis to  see  him  do  a  little  work,  and  I  had  the  pleasure  of 
seeing  him  use  this  tube  after  an  operation.  At  that  time 
the  tube  did  not  have  this  flange  on  it,  but  I  was  so  impressed 
with  the  tube  that  I  had  one  made  by  our  instrument  maker. 
But  I  found  difficulty  in  holding  the  tube  in  place,  so  I  had 
a  flange  put  on  it.  You  can  tell  with  the  finger  in  the  bladder 
where  you  want  the  inner  end  of  the  tube.  The  tube  is  then 
held  in  place  by  a  good  strong  silkworm  gut  suture  placed 
deeply  into  the  perineal  tissues.  With  the  flange  up  against 
the  body  and  this  suture  in  the  angle  the  tube  does  not  slip 
at  all.  I  have  used  this  a  number  of  times  in  this  work, 
and  I  find  it  a  very  valuable  and  practical  instrument. 

I  want  to  add  my  appreciation  of  the  remarks  in  regard 
to  not  getting  the  patient  out  of  bed  immediately  after 
operation.  You  have  in  most  of  these  cases  a  broken  down 
heart,  and  why  should  we  overtax  it  by  the  extra  exertion 
of  getting  out  of  bed? 

In  regard  to  rubber  drainage  tubes:  I  have  observed  that 
rubber  drainage  tubes  after  they  have  been  in  the  bladder 
a  short  time  become  coated  with  mucus.  The  eyes  become 
more  or  less  plugged.  For  that  reason  rubber  drainage  tubes 
are  not  satisfactory. 

Dr.  R.  F.  O'Neil  of  Boston:  I  would  like  to  say  just  a 
word  in  regard  to  a  case  that  illustrates  the  small  contracted 
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prostate  following  an  inflammatory  condition.  A  short  time 
ago  I  saw  a  young  man,  twenty-seven  or  twenty-eight  years  of 
age,  who  gave  a  history,  apparently,  of  having  had  a  prostatic 
abscess  some  time  before  which  had  ruptured  into  the  urethra. 
At  the  time  I  saw  him  he  was  having  frequency,  and  had 
been  having  chills,  following  attempts  at  instrumentation. 
A  soft  catheter  slipped  easily  into  his  bladder,  but  I  was 
unable  to  pass  arf  ordinary  sound.  By  rectum  he  had  a  very 
small,  hard,  non-tender  prostate.  With  a  good  deal  of 
difficulty  I  introduced  a  cystoscope,  and  even  in  as  young  a 
man  as  that  he  show^ed  very  marked  trabeculation  of  his 
bladder.  He  had  some  residual,  and  a  turbid  infected  urine. 
His  condition  improved  somewhat  after  the  passage  of  the 
cystoscope  and  irrigation  of  the  bladder.  The  cystoscopy  was 
not  followed  by  a  chill.  He  did  not  have  anything  done,  but 
I  believe  that  he  will  go  on  to  a  bad  result,  probably  develop- 
ing a  pyelonephritis,  unless  some  kind  of  operation  is  done 
on  the  bladder  outlet. 

In  regard  to  this  discussion  about  drainage  tubes,  after 
perineal  prostatectomy,  we  use  the  simple  rubber  fountain 
syringe  tubing.  It  is  stiff  enough  to  withstand  pressure, 
and  has  a  very  large  lumen.  Two  of  these  are  fastened  to- 
gether, fish -tailed  at  the  end,  and  fenestrated  on  the  sides. 
They  are  held  in  place  by  a  silkworm  gut  stitch  through  the 
skin.    They  will  never  slip. 

Dr.  J.  Block  of  Kansas  City,  Mo. :  I  have  been  very  much 
impressed  by  the  paper  of  Dr.  Chute,  because  within  the 
last  few  months  I  have  had  a  number  of  these  puzzling  cases, 
and  if  I  could  get  more  light  on  the  etiology  I  should  be  better 
satisfied.  My  experience  has  been  that  as  a  rule  fhey  occur 
in  younger  men  than  in  those  bearing  larger  hypertrophies. 
Ha\nng  been  taught  that  prostatic  hypertrophy  was  a  disease 
of  senility,  I  naturally  excluded  everything  under  fifty 
years  of  age.  But  these  are  the  cases  that  occur  about  that 
time.  We  must  endeavor  to  utilize  what  we  have  learned 
as  internal  medicine  men.  I  have  had  two  cases  that  proved, 
on  closer  examination,  to  be  incipient  cord  lesions.  I  have 
known  some  such  cases  to  be  operated  on  without  success. 
The  last  case  was  an  old  gentleman  of  seventy-two.  There 
was  practically  no  prostate  there,  yet  he  had  a  trabeculated 
bladder,  and  it  required  considerable  effort  on  my  part  to 
punch  out  enough  to  get  a  clear  roadway  through  the  urethral 
floor.  That  man  had  complete  retention,  requiring  regular 
catheterization.     Because  he  got  tired  of  that  he  submitted 
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to  operation.  I  believe  that  would  have  been  a  good  case 
for  Dr.  Young's  prostatic  punch.  This  illustrates  the  return 
of  fashions,  for  the  latter  is  practically  the  old  operation 
that  was  done  by  Maisonneuve  and  Civiale.  In  this  old 
gentleman  I  used  one  of  these  forceps  that  they  use  to 
remove  adenoids.  I  might  also  add  that  in  this  case  some- 
thing else  occurred  which  was  a  surprise  to  me.  Two  days 
after  the  operation  he  got  a  symptom  that  I  have  never  seen 
except  in  abdominal  operations,  an  acute  dilatation  of  the 
stomach,  from  which  he  recovered  by  the  use  of  lavage  and 
position. 

In  closing,  I  would  like  to  ask  Dr.  Chute  in  regard  to  these 
cases,  which  I  am  inclined  to  think  are  nothing  more  or 
less  than  that  which  Dr.  Keyes  has  called  attention  to  as 
contraction  of  the  vesical  neck,  whether  or  not  it  requires 
something  else  besides  the  mere  incision,  whether  he  would 
be  satisfied  by  making  a  mere  incision  with  the  Bottini,  or 
with  the  punch,  and  whether  that  suffices?  Personally  I 
do  not  think  it  does.  I  think  those  are  the  cases  that  come 
back  to  us  for  something  more,  just  as  in  the  case  he  reported. 

The  main  point  that  I  wish  to  make  is  that  we  must  not 
overlook  the  fact  that  many  cases  resembling  fibrous  pros- 
tates, having  the  same  sjmiptoms,  are  really  cases  of  incipient 
cord  lesion. 

Dr.  Oliver  C.  Smith  of  Hartford,  Conn.:  I  want  to 
speak  of  the  use  of  the  tractor.  At  the  Portland  meeting  four 
years  ago  I  reported  a  series  of  fifty  cases,  twenty-five  with 
the  Syms  and  twenty-five  with  the  Young  tractor.  I  sub- 
sequently had  the  tractor  pull  through  the  vesical  neck  in 
two  instances.  Since  then  we  have  abandoned  the  use  of 
tractors,  and  have  done  a  series  of  from  twenty-five  to  fifty 
cases  without  tractors,  and  have  succeeded  just  as  well.  I 
do  not  believe  a  tractor  is  necessary  when  one's  finger  becomes 
thoroughly  trained. 

For  anaesthesia  in  bad  hazards  we  use  oxygen  gas.  As  a 
preliminary  we  use  alypin  infiltration  anaesthesia  through 
the  skin  and  muscle;  then  as  we  begin  to  do  the  enucleation 
we  give  the  gas-oxygen.  It  takes  very  little,  the  patient 
awakens  quickly,  and  there  is  no  change  in  the  pulse.  In  old 
men  profound  ether  anaesthesia  is  frequently  quite  a  serious 
matter. 

Dr.  MacGowan  has  said  that  hemorrhage  in  these  cases 
is  usually  a  matter  of  small  moment.  With  us  a  constant 
leakage  of  blood  has  been  about  the  most  serious  thing  we 
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have  had  to  contend  with.  Why  shouldn't  we  have  hemor- 
rhage? The  arteries  are  hard,  their  cxjntractility  is  very 
poor,  the  general  tissues  are  in  bad  condition,  and  you  have 
enlarged,  varicose  veins  around  the  neck  of  the  bladder.  We 
have  adopted  a  method  which  I  saw  first  at  the  Mayo  clinic. 
"We  spend  a  few  moments  tamponing  the  wound  with  very 
hot  gauze  saturated  with  formaldehyde  gelatine  or  adrenalin, 
until  the  wound  is  thoroughly  dry.  Then  we  pack  according 
to  the  method  of  Alexander,  drawing  the  bladder  neck  down 
with  forceps  and  inserting  a  firm  tampon,  which  is  allowed 
to  remain  from  twenty-four  to  forty-eight  hours.  This  is 
thoroughly  saturated  with  oil  before  removal. 


Dr.  R.  L.  Rigdon  of  San  Francisco :  This  matter  has  been 
so  thoroughly  covered  in  the  discussion  that  it  seems  there 
is  but  little  more  to  be  said.  I  hope  that  Dr.  Chute  will 
bear  in  mind  the  question  with  reference  to  the  use  of  the 
cautery  in  those  cases  of  contracted  neck  of  the  bladder,  or 
as  he  called  it,  fibrous  prostate.  Why  is  not  cauterization 
of  the  bar  according  to  the  method  of  Chetwood  satisfactory? 
There  is  one  point  in  the  matter  of  drainage  that  I  think  has 
not  been  brought  out,  and  it  is  a  point  that  has  been  forced 
upon  my  attention  by  reason  of  some  failures  that  I  have 
had  because  of  not  paying  attention  to  it.  Usually  we  have 
the  patient  in  a  rather  exaggerated  lithotomy  position  when 
we  are  putting  in  the  drainage  tube.  It  has  been  my  practice 
to  use  two  tubes  sewed  together,  according  to  the  method 
first  advocated  by  Young.  I  made  an  endeavor  to  put  these 
tubes  just  far  enough  in  so  that  the  end  of  the  tube  would 
exert  the  bladder.  Then  I  would  test  them  and  see  if  they 
ran  nicely.  I  found,  however,  that  when  I  put  the  patient 
down  in  a  prone  position,  several  times  the  tube  did  not 
enter  far  enough  into  the  bladder,  and  I  had  very  faulty 
drainage,  because  apparently  the  distance  between  the 
perineal  surface  and  the  neck  of  the  bladder  had  been  in- 
creased by  lowering  the  legs.  After  that  I  introduced  the 
tube  farther  into  the  bladder,  and  have  had  less  difficulty 
since. 


Dr.  Barnett  in  closing:  After  quite  a  number  of  dis- 
sections of  the  vesicles  and  finding  so  many  of  the 
vesicles  fused  to  the  prostatic  capsule,  I  thought  that 
when  we  removed  the  prostate  we  ought  once  in  awhile  to 
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find  one  that  had  this  fusion  with  the  vesicle.  All  of  these 
have  been  proved  as  near  as  the  pathologist  can  prove  it. 
The  difference  between  prostatic  tissue,  as  I  know  it,  and 
vesicular  tissue  is  in  the  number  of  glands;  vesicular  tissue 
is  just  one  mass  of  glanular  cells,  while  in  the  prostate  we 
have  a  number  of  small  glands.  The  pathologist  showed 
me  this  picture,  and  I  took  it  to  be  proved.  I  think  that 
specimen  No.  3  shows  the  vesicle.  I  can  dissect  out  the 
vesicles  on  either  side  as  I  see  them.  From  the  showing  of  the 
microscopic  picture  I  think  we  have  the  vesicles  there  fused 
with  the  prostate. 

We  should  have  many  cases  of  stone  in  the  bladder  where 
paper  has  been  introduced  by  masturbators  and  a  stone 
formed  around  it.  This  is,  as  far  as  I  am  able  to  learn,  the 
only  case  of  its  kind.  Dr.  Mark's  case  has  no  trace  of  simi- 
larity outside  of  having  paper  as  a  stone  nucleus. 

Regarding  the  question  of  hemorrhage  which  Dr.  Mac- 
Go  wan  spoke  about,  I  think  we  ought  to  take  a  midway 
ground.  Some  of  us  have  a  great  deal  of  trouble  with  hemor- 
rhage. The  fact  of  the  matter  is  that  if  you  have  a  clot  form, 
and  your  drainage  clog,  and  your  bladder  fill  up  and  your 
kidneys  stop,  you  are  going  to  lose  your  patient.  You  want 
to  be  sure  about  your  drainage.  You  want  to  spend  too 
much  time,  if  anjrthing,  to  see  that  the  hemorrhage  is  con- 
trolled. 

The  Hamer  drainage  tube  that  Dr.  Wishard  uses  I  saw 
Dr.  Wishard  use  at  a  clinic  in  our  city  in  a  case  that  I  took 
care  of  afterwards,  and  it  worked  perfectly.  The  inflow 
and  outflow  were  perfect.  The  removal  of  the  outer  tube 
on  the  second  day  does  not  give  you  but  one  day  of  trauma. 

Dr.  Wishard  in  closing:  There  are  only  one  or  two  points 
that  I  wish  to  refer  to.  Our  President,  Dr.  Fuller,  spoke 
of  the  necessity  of  sometimes  operating  without  thorough 
preparatory  treatment.  That  may  be  true,  and  yet  I  believe 
that  it  is  always  possible  to  secure  drainage,  if  not  by  intro- 
ducing a  catheter  by  the  urethra,  at  least  by  making  a  small 
perineal  opening,  under  local  anaesthesia,  slipping  a  drainage 
tube  in,  leaving  it  there  and  getting  functional  rest  for  the 
bladder.  I  do  not  believe  where  the  urine  shows  considerable 
pus,  where  the  specific  gravity  is  low,  where  the  percentage 
of  urea  is  small,  that  cases  should  be  operated  without  at 
least  trying  to  give  as  much  functional  rest  to  the  bladder  as 
possible. 


135 

The  question  of  entrance  from  the  urethra  into  the  pros- 
tatic capsule,  whether  in  front  or  behind,  or  on  the  side,  is 
one  of  election,  I  think,  on  the  part  of  the  operator,  some- 
what influenced  by  the  mechanical  conditions  which  are 
found  on  passing  the  finger  into  the  urethra.  Take,  for 
example,  a  large,  pear-shaped  prostate.  Pass  the  finger  into 
the  urethra,  and  it  is  possible  by  selecting  the  point  of  cleav- 
age near  the  apex  of  the  prostate,  and  laterally,  to  enucleate 
the  prostate  with  practically  no  damage  to  the  mucous 
membrane  of  the  urethra.  I  had  the  pleasure  of  demon- 
strating that  fact  to  medical  friends  of  mine  last  Thursday. 
By  passing  the  finger  into  the  bladder  through  the  urethra 
after  removal  of  the  prostate  the  mucous  membrane  was 
found  very  slightly  injured.  It  is  possible,  also,  where  you 
do  considerable  damage  to  the  urethral  mucous  membrane 
to  get  early  repair  of  it.  I  think  almost  everyone  has  demon- 
strated the  fact  by  the  introduction  of  the  endoscopic  tube  a 
few  days  or  a  week  or  two  after  prostatic  enucleation  by  the 
median  route,  that  the  channel  is  well  covered  with  mucous 
membrane.  Of  course,  it  is  possible  to  remove  the  prostatic 
urethra  by  the  means  that  Freyer  uses  in  suprapubic  opera- 
tion, but  in  my  judgment  it  is  not  necessary. 

Now,  as  to  the  question  of  hemorrhage.  I  quite  agree 
that  it  is  of  very  great  importance.  Someone  has  suggested 
that  we  should  see  to  it  that  all  of  the  clots  are  removed  from 
the  bladder  before  the  drainage  tube  is  adjusted.  This  can 
be  done  by  the  introduction  of  a  pair  of  large,  spoon-shaped 
stone  forceps  through  the  perineal  opening  and  cleaning  the 
clots  out,  or  putting  a  large  gorget  into  the  bladder  through 
the  perineal  wound  and  passing  a  syringe  nozzle  into  the 
bladder  and  flushing  it  thoroughly,  and  then  putting  the 
finger  in  and  verifying  whether  clots  are  present  or  not.  I 
believe,  also,  that  the  hemorr^iage  's  modified  by  the  passaga 
of  the  finger  into  the  bladder  at  the  close  of  the  operation  and 
grasping  the  posterior  margin  of  the  vesical  orifice  with  the 
end  of  the  index  finger  and  using  it  as  a  tractor  in  dragging 
the  vesical  orifice  downward,  and  using  the  opposite  hand  in 
pushing  the  perineum  and  holding  it  there  for  a  moment  or 
two.  Pressure  of  that  kind  is  somewhat  helpful  in  diminish- 
ing the  amount  of  hemorrhage. 

In  packing  around  the  metal  tube  the  question  has  been 
suggested  as  to  whether  it  would  tend  to  injure  the  rectum. 
If  the  enucleation  has  been  made  laterally  there  is  very  little 
occasion  for  using  posterior  packing.  If  there  has  been  some 
damage  posteriorly  there  is  very  little  necessity  with  the 
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Hamer  tube  for  introducing  a  large  amount  of  packing. 
After  making  a  sufficiently  free  perineal  incision  and  intro- 
ducing this  tube  it  is  possible  to  pass  the  finger  along  it  and 
use  it  as  a  guide  to  get  into  the  cavity  where  the  prostate 
has  been  removed,  and  with  slender  forceps  to  pack  in  narrow 
strips  of  gauze.  Do  not  use  large,  bulky  pieces,  but  select 
a  neat  roll  of  gauze,  perhaps  an  inch  in  width,  and  put  it  in, 
with  forceps  and  finger,  and  feeling  it  as  you  go,  and  you  can 
get  sufficient  pressure  to  control  hemorrhage. 

When  Dr.  Smith  came  to  Indianapolis  to  see  me  operate,  I 
happened  to  use  a  tube  without  the  flange,  and  yet  the  flange 
has  always  been  a  part  of  Dr.  Hamer's  instrument.  The 
advantage  of  this  is  that  it  can  be  adjusted  at  any  depth 
that  you  want  and  fastened  by  a  set-screw.  I  think  the  sug- 
gestion which  Dr.  Smith  makes  of  passing  a  silkworm  gut 
suture  and  tying  it  in  is  good.  Perhaps  a  couple  of  holes 
through  the  flange  would  give  an  opportunity  to  do  that  and 
secure  the  tube. 

In  reference  to  the  question  of  getting  patients  up,  I  will 
not  say  any  more  than  I  said  in  my  paper.  We  all  have  our 
individual  ideas,  but  I  certainly  think  these  old  men  whose 
prostates  we  remove  should  be  gotten  up  very  carefully,  at 
least. 

As  to  retractors,  it  has  been  stated  that  a  series  of  cases 
were  operated  with  retractors  and  another  series  without. 
Now  I  think  it  is  true  that  quite  a  few  cases  do  not  need  a 
retractor.  But  take,  for  example,  a  very  large  prostate  with 
an  increased  length  of  the  prostatic  urethra.  The  removal 
of  such  a  prostate  through  a  perineal  opening  without  a 
tractor  would  be  a  very  difficult  thing,  and  in  such  cases  I 
believe  tractors  are  of  very  great  aid.  I  have  used  Young's 
tractor  and  one  of  my  own  as  well  as  various  others.  Some- 
times I  do  not  use  any.  Frequently,  I  use  a  modification  of 
Dr.  Ferguson's  tractor,  which  is  nothing  but  a  loop  with  a 
handle  sufficiently  long  to  reach  into  the  bladder,  and  giving 
you  an  opportunity  to  direct  your  pressure  wherever  you 
want  it.  I  think  it  is  an  advantage  to  be  able  to  graduate 
and  to  direct  your  downward  pressure  with  the  tractor  as 
you  seek  access  to  the  prostate  and  endeavor  to  enucleate  it 
with  the  finger  of  the  opposite  hand. 

In  a  few  cases  I  have  used  gas  with  oxygen  and  also  the 
gas  without  the  oxygen.  But  the  marked  cyanosis  following 
the  use  of  gas  in  the  few  cases  of  old  men  in  which  I  have 
used  it  has  led  me  to  be  a  little  timid  about  emplopng  it,  and 
I  have  in  my  more  recent  cases  preferred  to  use  ether,  some- 
times giving  the  oxygen  alternately  with  the  ether,  but  always 
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immediately  after  the  anaesthetic  is  withdrawn  oxygen  is 
given,  until  the  dressings  are  adjusted  and  the  patient  is 
ready  to  be  put  on  the  cart  and  taken  to  his  room. 

Dr.  Chute  in  closing :  The  question  has  been  raised  by  two 
or  three  of  the  gentlemen  as  to  whether  cutting  the  outlet 
of  the  bladder  would  not  do  just  as  well  in  these  cases  of 
fibrous  prostates  as  prostatectomy.  I  do  not  know  about 
that.  There  were  two  cases  of  my  own  where  that  was  ineffi- 
cient. Another  reason  against  using  the  cautery  or  just 
cutting  through  the  neck  of  the  bladder  is  my  great  fear  of 
working  in  the  dark.  If  you  do  the  dissecting  operation, 
you  have  the  field  imder  your  fingers,  and  it  is  perfectly 
easy  to  remove  the  tissue.  Another  reason  I  remove  the 
tissue  is  on  account  of  the  pathological  changes  in  the  tissue 
itself.  There  have  been  definite  changes  in  all  the  tissue  that 
I  have  examined,  and  it  seems  to  me  probable  that  these 
changes  are  a  large  element  in  the  obstruction. 

Dr.  Smith  spoke  of  the  trouble  he  had  experienced  with 
rubber  drainage  tubes  becoming  plugged  with  mucus.  It 
seems  to  me  that  if  you  leave  the  tube  in  for  only  a  short 
time,  as  I  do,  usually  twenty-four  hours  in  the  ordinary 
cases,  and  not  longer  than  three  or  four  days  in  these  fibrous 
cases,  you  will  have  no  trouble  in  keeping  it  clear.  As  Dr. 
O'Neil  has  said,  I  use  a  common  piece  of  rubber  tubing, 
with  lateral  openings  and  fish-tailed  at  the  end;  in  that  way 
you  have  end  drainage  as  well  as  lateral.  I  think  that  would 
answer  the  difficulty  of  the  gentleman  who  spoke  of  having 
his  tube  draw  out  when  the  patient's  limbs  were  lowered. 
A  little  drawing  out  of  the  tube  with  a  lateral  eye  only  might 
obstruct  it,  but  with  an  end  eye  I  do  not  think  that  would 
occur. 

Dr.  Wishard:  I  wish  to  explain  a  misapprehension  that 
may  have  been  conveyed  to  my  friend  on  the  right  with 
reference  to  the  question  of  the  two-way  rubber  tubes.  I 
did  not  mean  to  convey  the  idea  that  I  had  laid  claim  to  any 
originality  in  fastening  the  two  drainage  tubes  together.  I 
simply  used  a  common  method  which  I  saw  used  a  quarter 
of  a  centviry  ago,  before  I  did  any  genito-urinary  surgery. 
I  believe  I  had  the  pleasure  of  seeing  Dr.  Fuller  use  two 
catheters  for  drainage  when  I  was  his  student  twenty-three 
years  ago.  It  is  an  old  method,  and  the  method  of  fastening 
two  together  is  simply  an  improvement.  My  friend  Dr. 
Moore  of  Indianapolis  has  devised  an  excellent  drainage 
tube  which  I  think  in  some  cases  answers  most  admirabjy. 


TUMORS  OF  THE  SCROTUM. 


O.  L.  SUGGETT, 

ST.  LOUIS.  MO. 


The  anatomical  relation  existing  between  the 
scrotum  and  the  inguinal  region,  especially  the 
inguinal  canal,  is  so  intimate,  and  the  interdependency 
that  is  brought  out  through  the  fact  that  some  abnor- 
mal or  pathologic  conditions  affect  both  simultane- 
ously, or  else  the  one  becoming  primarily  the  seat  of 
the  trouble,  the  other  involved  secondarily,  renders 
a  discussion  of  tumors  of  the  former  incomplete  with- 
out the  inclusion  of  those  of  the  latter. 

In  no  other  location  can  tumors  bearing  so  close  a 
resemblance  upon  mere  inspection,  and  differing  so 
utterly  in  their  respective  importance  and  gravity, 
be  found.  This  extreme  difference  which  is  often  not 
apparent  from  the  appearance  of  the  tumors  begins 
with  their  etiology  and  runs  through  their  diagnosis, 
treatment,  and  prognosis.  An  accurate  and,  at  times, 
an  urgent  diagnosis  is  imperative.  More  than  else- 
where, is  a  thorough  knowledge  of  the  gross,  minute 
and  especially  the  homological  anatomy  of  the  region 
absolutely  essential  to  a  successful  diagnosis  and  safe 
treatment. 

I  have  seen  too  many  hernias  diagnosed  and  treated 
as  hydrocele  not  to  know  this.  Conditions  of  the 
scrotum  and  those  within  the  scrotum  are  to  be 
differentiated.  Various  conditions  of  the  scrotal  tissue 
purely,  are  of  such  magnitude  and  nature  as  to  render 
an   examination   of  its   cavity   or  contents  unsatis- 
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factory  or  impossible, — for  example,  oedema  of  the 
scrotum  in  connection  with  general  anasarca  or 
ascites,  cysts  within  the  scrotal  wall,  inflamma- 
tion following  contusions,  numerous  skin  diseases, 
phlegmon,  erysipelas  and  gangrene,  angioma,  epi- 
thelioma and  other  neoplasms,  hematoma,  and  finally, 
elephantiasis  scroti. 

At  other  times,  even  though  the  scrotum  is  in  no 
way  aflFected,  the  nature  of  the  tumor  within  it  is 
difficult  to  correctly  diagnose.  Occasionally,  nothing 
short  of  opening  the  scrotum  and  making  an  ocular 
examination  of  its  contents  vnW  determine  its  char- 
acter. Even  then,  occasionally,  the  microscope  has 
to  be  brought  into  requisition  for  a  final  decision. 

It  would  be  a  sad  commentary,  indeed,  were  you  to 
emasculate  a  man  by  the  removal  of  a  syphilitic 
testicle  which  would  have  yielded  to  appropriate 
medical  treatment,  thinking  it  to  be  malignant.  This 
I  have  known  to  occur. 

A  few  differential  points  will  aid  in  avoiding  a  mis- 
taken diagnosis  in  some  of  the  more  important  non- 
surgical as  well  as  surgical  conditions  under  con- 
sideration. 

Referring  again  to  tumors  or  diseases  affecting 
exclusively  the  scrotal  tissue,  elephantiasis  is  perhaps 
the  most  curious,  as  well  as  most  rare  with  us,  being  a 
tropical  disease.  Half  of  the  adults  of  Samoa  are 
said  to  be  so  affected. 

The  benign  tumors  of  the  scrotum  are  chiefly  of 
cystic  nature,  while  sebaceous  cysts  are  of  most  com- 
mon occurrence. 

Serous  cysts  are  rare.  Dermoid  cysts  when  occur- 
ring here  are  generally  located  in  the  centre  of  the 
perineal  junction  with  the  scrotum  and  are  the  result 
of  failure  of  the  ectoderm  to  maintain  its  proper  rela- 
tion during  the  union  of  the  genital  folds,  or  to  separa- 
tion of  the  intestines  from  urogenital  sinus. 
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Sarcoma  is  unusual;  carcinoma  comparatively  fre- 
quent; occupations  requiring  the  handling  of  coal 
and  its  products  predisposing  to  it, — chimney-sweeps, 
for  instance. 

Coming  now  to  the  cord,  we  sometimes  find  an  intra- 
or  extra-vaginal  hematoma  sufficiently  extensive  to 
obliterate  all  contour  and  outline  of  the  testicles. 
There  is  generally,  however,  evidence  of  injury  or 
contusion  of  the  scrotum,  or  hemorrhage  of  the  tunica 
vaginalis,  to  aid  you  in  not  confusing  it  with  an  inflam- 
matory condition  of  the  testicle. 

An  acute  serofibrinous  periorchitis  may  follow 
slight  injuries,  especially  if  the  patient  has  previously 
had  an  epididymitis.  A  point  of  difference  between 
this  and  hematoma  in  the  same  situation  is  the  slight 
temperature,  which  is  never  wholly  wanting  in  the 
former,  but  is  rare  in  the  latter. 

Acute  hydrocele  of  the  cord  or  acute  serous  peris- 
permatitis can  only  occur  when  a  portion  of  the 
vaginal  process  remains  pervious.  It  may  be  due  to 
traumatism  or  be  secondary  to  urethral,  bladder  or 
prostatic  inflammation.  The  chief  symptom  is  sud- 
den development  of  a  tender,  elastic  tumor  simulating 
strangulated  hernia.  Hydrocele  of  the  cord  must 
be  differentiated  from  spermatocele,  which  is  never 
movable  upon  the  epididymis. 

Chronic  serous  periorchitis  or  hydrocele  is  so  com- 
mon as  to  require  but  little  mention.  Its  slow 
development,  requiring  from  six  months  to  a 
year,  its  pear  shape,  with  the  small  end  up,  its  trans- 
lucency  and  finally  aspiration  make  its  identification 
easy,  save  where  thickening  of  the  vaginal  tunic,  or 
opacity  of  its  contents,  has  taken  place.  Its  insidi- 
ous onset  without  any  apparent  preceding  exciting 
cause  frequently  makes  its  etiology  puzzling,  to  say 
the  least.  Very  large  hydroceles  are  occasionally 
complicated  with  hernia,  which  may  be  caused  by  its 
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size  and  weight,  dragging  a  pocket  of  peritoneum 
into  the  canal. 

Occasionally,  also,  a  hernial  sac,  freed  of  its  con- 
tents and  its  neck,  or  communication  with  the  gen- 
eral peritoneal  cavity  becoming  obliterated  through 
the  wearing  of  a  truss,  or  a  plug  of  omentum,  filling 
up  with  serum,  simulates  a  hydrocele.  A  congenital 
hydrocele  does  not  "gurgle"  as  does  a  hernia. 

Proliferative  periorchitis  is  important  from  the 
fact  that  sooner  or  later  it  leads  to  the  loss  of  function 
of  the  organ.  Calcification  of  some  portion  of  the 
tunica  vaginalis  in  this  condition  is  not  uncommon. 
It  may  be  mistaken  for  orchitis,  syphilis  or  tubercu- 
losis of  the  testicle.  Primary  tumors  of  the  mem- 
branes are  rare,  and  although  some  authorities  in 
describing  them,  say  that  "lipoma  may  be  so  exten- 
sive and  so  soft  as  to  be  mistaken  for  a  varicocele,  or 
so  hard  as  to  be  confused  with  an  irreducible  omental 
hernia,"  it  seems  that  only  one  case  of  this  variety  in 
this  situation  is  known  (recorded  by  Dr.  Parks  of 
Buifalo,  Annals  of  Surgery,  May,  1886,  p.  365). 
Fibromata  of  the  cord,  or  tunica  vaginalis,  have  a  ten- 
dency to  undergo  sarcomatous  degeneration,  and 
should  therefore  receive  early  attention.  Sarcoma 
may  develop  secondarily  to  an  hematocele,  and  is 
to  be  partly  distinguished  by  its  lobular  surface. 
In  considering  the  differential  diagnosis  in  syphilitic 
and  tubercular  testicle,  which  at  times  is  by  no 
means  easy,  attention  is  frequently  called  to  the 
involvement  first,  of  the  epididymis;  in  the  latter,  also 
nodules  along  the  vas  deferens,  and  fistulae  are  char- 
acteristic. Concerning  the  first  differential  point,  I 
will  say  that  I  have  operated  twice,  quite  recently, 
and  a  careful  examination  (by  Dr.  Cradwohl)  showed 
no  involvement  of  the  vas  or  epididymis  although  the 
parenchyma  of  the  testicle  was  liberally  studded  -mth 
tubercles,  showing  that  the  gland  was  primarily 
involved, — a  somewhat  moot  question. 
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The  syphilitic  testicle  tends  to  purulent,  caseous, 
or  fatty  degeneration.  Many  cysts  of  the  testicle 
develop  from  the  remains  of  embryologic  structures; 
from  the  hydatid  of  morgagni,  for  instance;  but  of 
course  cysts  of  the  testicle  are  to  be  distinguished 
from  cystic  disease  or  cystic  degeneration  of  such 
solid  tumors  as  sarcoma  or  ademona.  Other  tumors, 
which  a  lack  of  space  and  time  precludes  more  than 
a  mere  mention  of,  ar^  varicocele,  epididymitis, 
orchitis,  a  dislocated  or  undescended  testicle,  tera- 
toma, buboes,  symptomatic  and  idiopathic  hernia, 
bubonocele  and  epiplocele.  Among  the  rare  forms  of 
solid  tumors  of  the  testicle  and  epididymis  are  fibroma, 
enchrondroma,  osteoma,  myoma,  lipoma  and  myxoma. 
Most  of  these  are  benign,  but  may  become  malig- 
nant. With  the  possible  exception  of  gumma  of  the 
testicle,  carcinoma  and  sarcoma  take  precedence  in 
the  matter  of  frequency. 

A  series  of  cases,  eight  in  number,  in  which  I 
was  compelled  to  castrate,  where  I  believe  that 
this  operation,  comparatively  simple  of  perform- 
ance but  formidable  in  significance,  might  have  been 
obviated,  was  the  incentive  for  this  paper,  and  brings 
us  to  the  gist  of  our  text:  "The  early  recognition  and 
prompt  treatment  of  hemorrhages  into  the  substance 
of  the  testicle." 

While  I  must  acknowledge  that  the  symptomatology 
or  any  part  of  it, is  far  from  pathognomonic,  I  would  add 
that  when  there  is  an  intense  throbbing  pain  following 
immediately  a  blow  or  a  strain,  and  a  feeling  of  dis- 
tention or  great  fullness  of  the  gland,  that  would  not 
show  any  relief  upon  suspension  or  treatment,  ordi- 
narily antiphlogistic,  the  possibility  of  a  hematoma 
must  not  be  overlooked.  In  such  an  event  the 
testicle  would  be  a  trifle  increased  in  size,  and  most 
likely  a  strictly  localized  and  circumscribed  tender- 
ness would  be  detected  upon  palpation,  in  contra- 
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distinction  to  the  diffused  generalized  painfulness  of 
the  entire  gland  incident  to  an  epididymo-orchitis. 
There  would  be  no  sense  of  increased  heat  in  the  gland 
itself,  nor  an  elevation  of  the  general  temperature. 
The  pain  following  such  an  injury  would  quite  likely 
be  excruciating,  though  this  is  not  true  of  a  hemor- 
rhage occurring  spontaneously,  for  in  this  instance 
the  pain  in  my  case  has  been  very  insidious  and  did 
not  become  distressing  until  the  exudation  of  blood 
had  become  sufficient  to  greatly  distend  the  tunica 
albuginea  and  the  counter  pressure  of  this  unyielding 
membrane  was  brought  into  play.  In  a  few  cases 
where  an  hematocele  was  coincident,  and  had  been 
opened  by  an  incision  into  the  vaginal  tunic  for  its 
evacuation,  the  surrounding  and  supporting  pressure 
having  been  taken  away  from  the  tunica  albuginea, 
this  latter  had  ruptured  at  its  weakest  point  and  a 
gelatinous  mass  of  clotted  blood  and  seminal  tubules 
was  found  proturding;  but  in  the  majority  of  my 
cases  which  were  of  long  standing  the  secreting  por- 
tion of  the  gland  had  broken  down,  degenerated,  and 
the  tumor  with  the  tunic  intact  was  smooth  and  pain- 
ful, varying  in  size  from  a  large  hen's  egg  to  a  goose 
egg,  and  upon  incision  was  found  to  be  a  big  cyst 
filled  with  clotted  blood,  no  vestige  of  the  tubules 
remaining. 

Naturally  in  the  beginning,  or  at  the  very  outset 
of  the  trouble,  unconditional  rest  in  the  recumbent 
position  should  have  been  demanded,  with  proper 
elevation  or  suspension  of  the  testicle,  and  the  appli- 
cation of  ice  or  cooling  lotions,  and  other  measures 
calculated  to  check  the  hemorrhage  and  promote 
absorption  of  the  already  effused  blood.  These  meas- 
ures failing  to  give  relief,  the  tumor  should  be  opened 
at  its  tenderest  point  with  a  small  tenotome.  In 
event  of  failure  of  this,  which,  by  the  way,  should  be 
done  under  the  strictest  asceptic  care,  the  scrotum 
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should  be  deliberately  laid  open  and  the  bleeding 

vessel  exposed  and  secured. 

The  possibility  of  a  degree  of  permanent  induration 

or  possibly  atrophy  of  the  organ  should  be  explained 

to  the  patient. 

I  have  noticed  as  a  point  of  difference  between  an 

hematocele  into  the  cavity  of  the  tunica  vaginalis 

or  a  so-called  "vaginal  hematocele, "and  one  into  the 

glandular  substance,  if  both  have  been  of  long  stand- 
ing, the  walls  of  the  former  became  quite  thickened 
while  those  of  the  latter  remained  either  unchanged 
or  are  thinned. 

The  hematoma  may  occur  without  any  sign  of 
extravasation  into  the  scrotal  tissues.  For  some 
cases  the  same  injury  produces  an  hematocele,  also  a 
hemotama,  though  in  my  cases  the  cavity  of  the 
tunica  vaginalis  was  filled  with  serum,  of  the  exudi- 
tion  of  which  I  am  in  doubt  as  to  whether  it  pre- 
ceded or  succeeded  the  hematoma. 


DISCUSSION 

OF  PAPER   OF   DR.   SUGGETT. 

Dr.  Arthur  L.  Chute  of  Boston:  In  connection  with  Dr. 
Suggett's  paper  I  should  like  to  report  a  case  in  which  I  com- 
mitted the  unpardonable  sin  of  removing  a  syphilitic  testicle 
supposing  that  it  was  tuberculous. 

Several  French  writers,  some  years  ago  did  a  good  deal 
of  work  on  the  cytology  of  the  fluids  found  in  the  tunica 
vaginalis  in  diseased  conditions  of  the  testis.  They  brought 
out  the  point  that  if  the  fluid  in  the  tunica  vaginalis  con- 
tained a  predominance  of  lymphocytes  the  underlying 
condition  was  tuberculous.  I  found  a  lot  of  lymphocytes 
in  the  fluid  in  this  case,  and  assuming  that  the  testicle  was 
tuberculous  I  removed  it.  The  testis  proved  to  be  syphilitic 
and  demonstrated  the  uselessness  of  cytology  in  distinguish- 
ing between  tuberculous  and  syphilitic  desease  of  the  testis. 


A  SERIES  OF  UNUSUAL  CASES  WITH  PATHO- 
LOGICAL CONDITIONS  OUTSIDE  OF  THE 
BLADDER  CAUSING  MARKED 
VESICAL  SYMPTOMS. 


LOUIS  E.  SCHMIDT, 
CHICAGO. 


The  three  cases  which  I  will  cite  I  believe  are 
comparatively  uncommon.  They  have  all  been 
seen  within  the  past  two  years  and  seem  to  belong 
to  one  type.  During  this  same  period  of  time  I 
have  come  across  two  other  cases  somewhat  similar, 
particularly  as  regards  the  urinary  symptoms  and 
physical  findings.  One  turned  out  to  be  a  ruptured 
bladder — taking  a  chronic  course — and  the  other 
a  diverticulated  bladder,  the  diverticulum  rupturing 
spontaneously.  These  two  cases,  however,  were 
strictly  vesical  in  origin  and  for  this  reason  should 
not  be  classified  with  this  group.  On  account  of 
their  unknown  origin,  their  course  and  termination, 
I  will  take  the  liberty  of  presenting  them.  I  might 
state  that  I  am  not  familiar  with  any  similar  cases. 

W.  A.  B.  Clerk,  forty-five  years,  married.  Previ- 
ous history:  Meningitis  twenty-five  years  ago.  Past 
five  years  has  complained  of  slight  gastro-intestinal 
symptoms;  however,  these  were  not  sufficient  to 
cause  him  to  consult  a  physician.  He  has  been 
married  for  twenty  years  and  has  eight  children. 
States  positively  that  he  has  never  had  any  venereal 
infection  whatsoever.     He  was  referred  to  me  and 
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admitted    to    the    Alexian    Brothers'    Hospital    on 
May  13,  1909. 

Present  complaint:  For  some  time  past  has  been 
constipated,  and  four  days  ago  took  a  large  dose  of 
Epsom  salts  before  breakfast.  During  that  day  he 
had  several  bowel  movements  and  did  not  feel 
particularly  well.  On  the  second  morning  following 
he  began  to  notice  severe  pain  over  the  entire  ab- 
domen. He  went  to  his  work  but  was  obliged  to  quit. 
He  called  for  a  physician,  who  prescribed  castor  oil, 
which  seemed  to  be  effective.  The  abdominal  pain 
continued  and  at  the  time  when  I  first  saw  him 
he  complained  of  great  desire  to  urinate,  but  he  felt 
as  if  the  bladder  remained  full.  This  frequency  was 
accompanied  by  great  pain  and  tenesmus.  Tempera- 
ture, 101.5";  pulse,  110;  respiration,  18.  He  had 
no  appetite,  but  did  not  feel  nauseous.  Leucocyte 
count,  14,000.  Tongue  dry  and  red.  On  inspection 
there  was  found  a  smooth,  rounded  elevation  over 
the  pubes,  extending  above  the  navel.  Palpation 
and  percussion  did  not  elicit  any  pain  in  the  abdomen. 
The  abdominal  muscles  were  fairly  lax.  Rectal 
examination  shows  a  small,  non-sensitive  prostate, 
the  seminal  vesicles  not  to  be  outlined,  and  the 
bladder  distended.  At  what  I  considered  the  vesico- 
rectal peritoneal  fold  the  mass  was  pushed  downward 
and  backward.  It  could  be  made  out  from  side  to 
side  of  pelvic  wall.  A  Mercier  catheter  was  intro- 
duced, after  trying  a  soft-rubber  catheter  which,  on 
account  of  pain  and  tenesmus,  could  not  be  passed. 
750  c.c.  of  clear  urine  was  withdrawn.  This  was 
negative  to  both  microscopical  and  chemical  ex- 
amination. With  the  catheter  still  in  place  and  with 
bimanual  palpation,  distinct  fluctuation  of  the 
remaining  mass  could  readily  be  made  out.  In  the 
suprapubic  region,  I  was  inclined  to  believe  that  the 
mass  was  more  on  the  right  side.    It  extended  fully 
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two  and  one-half  inches  above  the  pubes  and  seemed 
to  be  rounded,  extending  from  side  to  side.  No 
further  fluid  could  be  removed  through  the  catheter 
by  pressure.  The  mass  was  apparently  slightly 
movable  and  ballottement  made  it  certain  that  the 
content  was  fluid.  Cystoscopic  examination  was 
accompanied  with  but  slight  pain,  and  this  only 
at  time  of  introduction  and  turning  of  instrument. 
The  bladder  showed  no  pathological  condition  except 
congestion.  The  ureteral  orifices  were  perfectly 
normal  and  the  internal  urethral  orifice  slightly 
cedematous.  No  oedema  bullosum,  such  as  one 
sees  oftentimes  in  women  suffering  from  para- 
metritic conditions,  was  seen.  However,  a  distorted 
bladder — apparently  bladder  irregularly  compressed. 

The  patient  did  not  give  his  consent  for  operation 
until  May  18.  During  this  interval  it  was  necessary 
to  catheterize  him  frequently,  as  retention  was 
apparently  complete.  He  was  on  a  light  diet.  High 
rectal  douches  of  normal  saline  were  frequently 
given.  These  caused  considerable  discomfort.  The 
temperature  varied  from  99.5°  F.  to  101.5°  F.  During 
this  period  no  chills  were  noticed;  his  appetite, 
sleep  and  general  condition  were  not  very  good.  Hot 
compresses  seemed  to  give  him  considerable  relief. 

The  prostate  and  vesicles  were  exposed  by  an 
inverted  V  perineal  incision.  A  catheter  was  intro- 
duced and  the  bladder  emptied.  A  small  incision, 
from  which  fully  250  to  300  c.c.  of  purulent,  sanguinous 
fluid  escaped,  was  made  in  the  median  line  between 
the  seminal  vesicles  in  the  mass  which  could  readily 
be  felt.  It  was  enlarged  vnth  forceps  and  a  finger  tip 
introduced,  but  nothing  unusual  could  be  noted. 
It  was  irrigated  wnth  normal  saline  solution  and  long 
pieces  of  plain  gauze  were  inserted  for  drainage.  The 
incision  was  closed  in  the  usual  manner,  and  gauze 
was  withdrawn   daily.     Upon   removal   of  the   last 
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piece,  upon  the  third  day,  considerable  fluid  of  the 
same  character  gushed  forth.  A  small  tube  was 
inserted  and  left  in  place  for  several  days.  Following 
the  operation  the  patient  could  not  void  his  urine 
and  it  was  necessary  to  catheterize  him  several  times. 
Patient  was  discharged  as  cured  on  June  26,  1909. 
I  have  seen  him  frequently  since  then  and  he  has 
had  absolutely  no  trouble  with  the  urinary  tract 
and  besides  is  inclined  to  believe  that  his  slight 
"dyspepsia,"  as  he  called  it,  is  giving  him  no  further 
trouble. 

J.  L.  Solicitor,  thirty-two  years.  Previous 
history:  Has  considered  himself  perfectly  well. 
Has  never  been  obliged  to  stop  work  on  account  of  any 
sickness.  The  only  venereal  infection  was  a  gonor- 
rhoea which  he  acquired  two  years  ago,  and  which 
had  no  complications  to  his  knowledge.  He  was 
well  in  five  or  six  weeks  and  believes  his  urine  was 
free  from  all  shreds. 

Present  complaint:  Five  days  ago,  on  a  Sunday, 
about  six  hours  after  eating  his  usual  dinner,  he 
commenced  to  complain  of  indistinct  abdominal 
pain.  He  could  recall  no  localized  pain,  nausea  or 
vomiting.  Diarrhoea  followed  shortly,  and  during 
the  night  he  had  five  or  six  passages.  This  continued 
Monday  to  Tuesday,  evidently  with  increasing  anal 
tenesmus.  He  described  the  stools  as  offensive, 
liquid  and  small  in  amount.  The  bowel  symptoms 
decreased.  Wednesday  he  was  somewhat  better; 
apparently  had  no  marked  fever,  if  any.  Had  no 
urinary  disturbances,  although  he  urinated  small 
quantities  each  time  at  stool.  He  found  that  he 
commenced  to  feel  a  desire  to  urinate,  but  could  not 
do  so,  and  on  the  following  morning  called  a  physician 
who  catheterized  him  without  difficulty  with  a  soft- 
rubber  catheter.  He  was  referred  to  Alexian  Brothers' 
Hospital,  where  the  following  was  noted:  He  com- 
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plained  of  diarrhoea  and  tenesmus,  and  at  the  same 
time  of  a  desire  to  urinate,  accompanied  by  con- 
siderable pain.  He  had  no  pain  in  the  abdomen, 
nor  did  he  experience  nausea.  He  had  no  appetite 
and  felt  extremely  weak. 

On  examination  he  appeared  to  have  lost  in  weight, 
had  the  appearance  of  sufifering  from  pain .  His  tongue 
was  dry,  furrowed  and  red.  Temperature  99.2"  F., 
pulse,  86.  Abdomen  was  rigid,  and  by  pressure  only 
indefinite  sensitive  points  covild  be  elicited.  Per- 
cussing the  suprapubic  region,  an  irregular  outline  of 
what  was  supposed  to  be  the  filled  bladder  was  made 
out.  Examining  per  rectum,  the  prostate  was 
readily  outlined  and  considered  normal.  Both 
vesicles  were  atonic  and  readily  felt.  Neither  pros- 
tate nor  vesicles  were  sensitive.  The  seminal  vesicles 
were,  however,  markedly  pushed  downward  and 
could  be  felt  in  connection  with  the  bladder,  but 
even  above  this  there  seemed  to  be  a  smooth  hard 
mass.  I  catheterized  the  bladder  and  about  500  cc. 
of  perfectly  clear  urine  was  collected.  This  was 
chemically  and  microscopically  negative.  On  bi- 
manual examination  the  mass  could  be  made  out, 
although  the  recti  muscles  were  still  rigid.  It  was 
beUeved  from  the  sense  of  touch  that  it  was  fluctu- 
ating. The  cystoscope  was  readily  introduced  and 
the  examination  showed  a  slight  congestion  of  the 
bladder,  most  marked  around  the  internal  urethral 
orifice.  No  distortion  was  to  be  noted.  Leucocjrte 
count,   12,400. 

On  the  following  day,  July  27,  I  operated,  making 
an  inverted  V  incision  and  exposed  the  prostate  as 
well  as  the  seminal  vesicles.  I  made  a  small  incision 
in  the  median  line  between  the  seminal  vesicles,  and  a 
thin  purulent  fluid  escaped.  Incision  was  enlarged 
with  forceps.  On  re-examination,  the  greater  portion 
of  the  mass  had  disappeared.     A  rubber  drainage 
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tube  was  inserted  and  the  wound  united  in  the  usual 
manner.  The  tube  was  left  in  place  for  forty-eight 
hours  and  there  was  only  a  small  quantity  of  secretion 
during  this  time.  The  wound  was  irrigated  daily 
with  1:1000  formalin  solution,  and  for  a  few  days 
gutta-percha  tissue  drainage  was  inserted.  There 
was  practically  no  fever  during  the  entire  conva- 
lescence. A  permanent  catheter  was  introduced  at 
time  of  operation  and  left  in  place  for  twenty-four 
hours.  From  that  time  on  he  urinated  spontaneously 
without  difficulty.  He  was  discharged  from  the 
hospital,  perfectly  well,  on  August  27,  one  month 
after  operation. 

G.  K.  Storekeeper,  thirty-four  years.  Previous 
history :  Recalls  no  previous  illness  except  gonorrhoea, 
of  which  he  has  had  several  attacks,  the  last  one 
several  years  ago.  Some  five  months  ago  I  was 
obliged  to  operate  him  for  adenitis.  At  that  time  I 
could  elicit  no  positive  cause — possibly  chronic 
urethritis. 

Present  complaint:  About  two  months  after 
leaving  the  hospital  he  returned,  having  had  no 
bowel  movement  in  six  days.  He  complained  of 
diffuse  abdominal  pain,  chilly  feelings,  nausea, 
vomiting  and  anorexia.  He  had  a  temperature  of 
99.5°  F.  He  was  treated  with  high  rectal  enemata 
and  the  bowels  were  made  to  move.  On  account 
of  business  matters,  he  left  the  hospital  while  he 
still  felt  unwell.  On  examination  he  undoubtedly 
had  considerable  resistance  of  the  abdominal  muscles 
with  much  sensitiveness  in  the  right  iliac 
region.  He  returned  to  the  hospital  twenty-four  days 
later  and  stated  that  for  the  past  eighteen  days  he 
had  been  troubled  with  severe  diarrhoea — ^twenty  to 
twenty-five  bowel  movements  in  twenty-four  hours^ — 
sometimes  associated  with  pain  in  the  abdomen, 
and  again  in  the  rectum.    The  pain  was  apparently 
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worse  during  the  night.  Frequency  of  urination 
commenced  some  days  ago,  without  pain  or  tenesmus, 
but  complains  of  a  slight  burning  during  and  at  the 
end  of  the  act. 

On  examination  his  condition  showed  that  he 
had  lost  considerable  weight.  He  appeared  anae- 
mic. Ninety  per  cent  haemoglobin,  11,300  leuco- 
cytes. Urine  was  slightly  turbid,  which  was  shown 
to  be  due  to  pus.  Temperature,  99.8°  F.  Tongue 
dry  and  coated. 

On  examining  the  abdomen,  considerable  re- 
sistance in  the  suprapubic  region  can  be  detected. 
However,  on  deep  palpation,  which  causes  con- 
siderable pain,  an  indistinct  mass  can  be  made  out, 
which  seems  to  lead  to  the  right  iliac  region.  Rectal 
examination  causes  great  pain.  Above  the  prostate, 
which  is  slightly  irregular,  soft  and  sensitive,  and 
behind  the  seminal  vesicles,  which  can  readily  be  felt, 
are  distinct  strands  in  a  mass  extending  from  side 
to  side,  which  is  exceedingly  sensitive  to  the  touch. 
I  was  inclined  to  believe  that  fluctuation  could  be 
felt. 

I  advised  operative  interference,  which  was  refused. 
Rectal  irrigations,  more  or  less  permanent,  were 
carried  out.  All  this  caused  him  much  distress  and 
could  not  be  continued.  Hot  packs  around  the 
abdomen  and  perineum,  with  electric  light  baths, 
were  given  with  apparent  relief.  Peppermint  water, 
as  a  placebo,  was  given.  The  patient  remained  on 
a  liquid  diet  for  most  of  the  time.  In  the  course 
of  four  weeks  considerable  improvement  was  noted, 
the  mass  being  much  smaller  and  rectal  examination 
was  decidedly  less  painfvil.  He  refused  to  remain 
longer  in  the  hospital,  but  I  have  seen  him  in  the 
past  week  and  he  has  regained  his  weight,  eats 
and  sleeps  well,  and  feels  perfectly  well. 

In  discussing  these  cases,  it   is  desirable    to  con- 
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sider  the  etiologic  factor.  In  every  instance  the 
intestinal  symptoms  were  the  premonitory  and 
predominating  symptoms  over  the  vesical  signs  and 
symptoms.  No  typical  history  of  appendicitis 
could  be  elicited  from  any  one  of  them — ^yet  it  was 
sufficiently  so,  I  believe,  to  consider  this  as  a  possible 
cause  in  all  three  instances.  However,  there  is  great 
room  for  doubting  and  discussing  this  point.  The 
physical  findings  on  inspection,  palpation  and  per- 
cussion, agreed  to  those  which  are  noted  in  cases  of 
pericystitis.  The  two  cases  operated  on  clearly 
demonstrated  this.  The  cystoscopic  as  well  as  the 
urinary  findings  were  slightly  unusual,  as  in  both 
instances  both  cystoscopic  and  urinary  findings  were 
negative.  In  the  third  case  no  cystoscopic  examina- 
tion was  permitted. 

Appendicitis  frequently  causes  urinary  symptoms — 
pyelitis,  ureteritis  and  ureteral  obstruction,  and  most 
often  there  is  both  pus  and  blood  in  the  urine.  There 
are  several  cases  of  fistula — ^vesicoappendiceal — 
recorded,  yet  none  to  my  knowledge  of  this  same 
character.  In  the  two  cases  operated  on  these  were 
absent.  In  some  of  the  appendiceal  cases  referred 
to  above,  the  cystoscopic  examination  of  some  that 
I  have  had  under  personal  observation  have  shown 
to  a  marked  degree  oedema  bullosum,  and  in  other 
instances  apparently  inflammatory  signs  around  the 
right  ureteral  orifice. 

In  taking  up  the  differential  diagnosis,  I  naturally 
have  considered  diverticula  of  the  bladder  or  the 
rectum,  ischiorectal  abscess,  periproctitis,  peri- 
prostatitis, prostatic  abscess,  seminal  vesiculitis 
and  cysts,  and  tumors  of  different  types. 


CARCINOMA  OF  FUNDUS  OF  THE  BLADDER. 

REPORT    OF    CASE    AND   DESCRIPTION 

OF  NEW  OPERATIVE  PROCEDURE. 


FRANCIS  R.  HAGNER, 
WASHINGTON.  D.  C. 


The  fundus  of  the  bladder  is  a  comparatively  rare 
location  for  new  growths,  the  more  common  seat 
being  the  base. 

It  has  been  my  fortune  to  have  two  cases  of  car- 
cinoma of  the  fundus  of  the  bladder  under  my  care 
during  the  last  few  months,  both  operable.  My 
inability  to  remove  the  friable  tumor  in  the  first  case 
without  breaking  the  tumor  mass  suggested  to  me 
the  method  of  removal  that  was  resorted  to  in  the 
second  case.  By  the  old  method  of  procedure,  as 
was  followed  in  case  one,  just  as  soon  as  the  incision 
was  carried  through  the  bladder  wall  this  viscus 
collapsed,  thereby  making  it  impossible  to  determine 
the  location  for  my  incision  on  the  other  side  of  the 
tumor  without  introducing  fingers  into  the  bladder. 
The  manipulation  of  the  tissues  by  the  fingers  neces- 
sary to  determine  lines  of  incision  caused  a  crumbling 
and  breaking  off  of  many  small  portions  of  the 
neoplasm.  I  believe  it  is  generally  conceded  that  one 
of  the  weakest  features  in  the  operative  treatment 
of  new  growths  of  the  bladder  is  the  production  of 
trauma  to  the  tumor  mass  during  its  removal.  It  is 
possible  to  remove  tumors  from  the  fundus  and 
lateral  walls  of  the  bladder,  without  the  slightest 
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traumatism  to  the  tumor  mass  by  the  method  I  will 
describe,  with  proper  care  exercised.  The  operation 
is  impracticable  for  tumors  of  the  bladder  base  which, 
unfortunately,  is  the  most  common  situation  for  the 
growths.  The  following  is  the  report  of  the  case  and 
description  of  the  operation.  Patient  was  referred 
to  me  by  Dr.  Shaw,  on  March  15,  1910. 

Male,  white,  forty-three  years  of  age.  Past  his- 
tory: No  specific  history;  had  gonorrhoea  at  nine- 
teen without  complications.  Six  months  ago  he 
had  appendicitis,  recovering  without  operation. 
Eight  months  ago  patient  began  passing  dark,  soft, 
solid  masses  of  tissue  in  his  urine.  From  two  to  three 
days  before  the  passage  of  the  masses,  the  urine 
would  become  coffee  colored,  but  after  the  passage 
it  would  clear  and  become  normal.  He  has  passed 
these  pieces  of  tissue  five  times  during  the  past  eight 
months.  He  had  no  frequency  of  urination  or  bladder 
pain.  On  his  first  visit  he  brought  the  last  piece  of 
tissue  he  had  passed.  This  appeared  to  be  gangrenous, 
epithelial  tissue. 

Patient  on  examination  proved  to  be  a  well- 
nourished  and  apparently  healthy  man.  His  prostate 
and  seminal  vesicles  appeared  normal.  Cystoscopic 
examination,  March  17,  1910,  at  Garfield  Hospital 
showed  a  bladder  capacity  of  350  c.c.,a  normal  bladder 
mucosa  except  to  the  right  of  fundus,  where  a  par- 
tially ulcerated  growth  5  c.c.  in  diameter  was  noted, 
covered  with  black  necrotic  tissue.  The  mucous 
membrane  was  raised  in  several  areas  around  the 
base,  showing  infiltration  of  the  bladder  wall  by  the 
new  growth.  A  diagnosis  of  carcinoma  of  the  anterior 
and  right  lateral  wall  of  the  bladder  was  made. 
Patient  was  operated  on  March  19.  The  following  is 
a  description  of  the  operation  employed: — 

The    bladder  was    irrigated    and,  on    account    of 
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bleeding,  adrenalin  1-10,000  was  instilled  and  allowed 
to  remain  five  minutes.    The  bladder  was  then  dis- 
tended with  350  c.c.  of  salt  solution   and  a   Nitze 
cystoscope  was  introduced.     This  was  held  in  place 
by  an  assistant  while  a  suprapubic  incision  down  to 
the  bladder  wall  was  made.    The  prevesical  fat  was 
well  separated  and  the  tissues  well  retracted  by  wide 
lateral  retractors  so  as  to  give  a  good  exposure  of 
the  bladder  wall.     The  growth  was  then  inspected 
through  the  cystoscope,  the  right  hand  holding  the 
cystoscope,  with  the  left  a  needle  was  pressed  on  the 
fundus  of  the  bladder;  the  dimpling  caused  thereby 
was  readily  seen  through  the  cystoscope.    The  needle 
was  carried  first  to  the  left  of  the  growth  at  a  sufficient 
distance  to  give  a  margin  of  healthy  bladder  wall ;  it 
was  then  plunged  into  the  bladder,  being  held  in 
place   by   an   assistant.     The   same    procedure   was 
carried  out  at  the  right  of  the  growth  and  at  the  lower 
border.     An  attempt  to  place  a  needle  above  would 
have  caused  a  penetration  of  the  parietal  peritoneum, 
as  this  was  involved  in  the  growth.     A  sharp  knife 
was  now  carried  to  the  outer  side  of  the  three  needles 
placed  around  the  growth,  the  portion  of  the  bladder 
wall  to  be  removed   being  clamped  at  its  cut  edge 
as  soon  as  the  incision  was  started.    The  bladder  wall 
containing  the  gro-v^-th  was  lifted  up  by  the  clamp 
and  held  by  an  assistant.    The  fluid  left  in  the  bladder 
was  removed  by  a  large  syringe  through  the  supra- 
pubic wound,  to  prevent  its  entrance  into  the  peri- 
toneal cavity.    The  incision  in  the  bladder  wall  was 
then    carried   upwards   into    the    peritoneal    cavity, 
and  a  portion  of  parietal  peritoneum  covering  the 
growth  was  removed.     The  bladder  and  peritoneal 
wounds  were  then  closed  by  two  rows  of  sutures,  a 
suprapubic  drain  being  left  in  the  bladder. 

As  far  as  I  am  able  to  learn  this  method  of  attack- 
ing these  growths  has  not  been  tried  before.     The 


156 

operation  is  only  applicable  to  growths  in  the 
fundus  and  lateral  walls,  but  even  when  the  growth 
is  near  the  base  it  may  be  possible  to  get  one  or  two 
points  to  guide  us  in  the  incision  so  as  to  prevent 
the  traumatism  to  the  growth  by  handling.  I  believe 
it  is  better  to  use  sutures  to  fix  the  points  of  incision 
in  preference  to  the  needles  I  employed,  as  there  is 
a  slight  leakage  of  fluid  around  the  needles  that  lets 
the  bladder  wall  relax  and  makes  the  introduction 
of  the  last  needle  difficult.  On  the  other  hand  a 
threaded  needle  can  be  seen  with  the  cystoscope 
when  it  enters  the  bladder  and  the  location  of  the 
suture  when  in  place  can  be  readily  noted  if  slight 
tension  on  it  be  made,  so  as  to  cause  a  stretching 
outward  of  the  bladder  wall  at  the  point  of  suture; 
this  tension  also  prevents  leakage  of  fluid  and  facili- 
tates the  introduction  of  the  other  suture  by  pre- 
venting the  slight  collapsing  of  the  bladder  wall. 

The  patient  on  whom  this  operation  was  performed 
has  made  a  good  recovery,  and  is  apparently  in  good 
health.  Of  course  it  is  too  early  to  express  any  opinion 
as  to  the  ultimate  result  in  this  case,  but  we  do  know 
that  the  tumor  was  removed  without  the  slightest 
traumatism  to  the  growth;  not  even  the  necrotic 
tissue  present  was  disturbed. 


A   CASE    OF    EMBRYOMA   OF    THE    KIDNEY 

WITH  INTERESTING  FEATURES:   FIBRI- 

NURIA,  AND  DISAPPEARANCE  OF 

VESICAL  TUMOR  (?). 


BRANSFORD   LEWIS    AND   GEORGE    C.  CRANDALL, 
ST.  LOUIS.  MO. 


Mr.  Frank  S o,  age  fifty-five,  married;  family- 
history,  negative.  Personal  history:  Has  had  the 
uisual  children's  diseases,  malaria,  pneumonia,  gonor- 
rhoea; no  evidence  of  lues  nor  of  addiction  to  alcohol. 
Father  of  eight  children. 

The  patient  was  strong  and  well  previous  to  the 
fall  of  1907,  when  he  began  to  complain  of  tiring 
easily,  and  frequently  suffered  loss  of  appetite  and 
loss  of  flesh  to  the  extent  of  ten  or  fifteen  pounds.  He 
noted  undue  frequency  in  urination,  especially  at 
night,  having  to  get  up  two  or  three  times  for  relief. 
In  May,  1908,  he  consulted  Dr.  Crandall,  whose 
examination  elicited  the  following:  Complaint  of 
digestive  disturbance,  occasional  pains  in  the  ab- 
domen not  definitely  located,  bowels  regular,  no 
disturbance  of  the  kidneys  other  than  above  men- 
tioned. Color  yellowish  and  anemic,  tongue  coated, 
expression  of  apprehension.  Examination  of  the 
chest,  negative;  of  the  abdomen:  moderate  amount 
of  subcutaneous  fat,  no  enlarged  veins.  The  liver 
extended  about  three  inches  below  the  costal  margin 
in  the  mammary  line;  its  surface  and  margin  smooth. 
Kidneys  not  easily  palpable.     Test  meal  gave  free 
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hydrochloric  acid,  18;  total  acidity,  26;  few  epi- 
thelial cells,  numerous  bacteria  and  yeast,  no  blood 
or  pus.  Provisional  diagnosis,  cirrhosis  of  the  liver; 
later  revised  to  malignant  growth  in  that  organ. 

During  the  following  summer  the  patient  com- 
plained more  of  urinary  disturbance,  of  frequency, 
difficulty,  and,  in  the  fall,  of  obstructed  urination. 
He  was  catheterized  by  Dr.  Crandall,  who  drew  fifteen 
ounces  of  bloody  urine,  without  clots,  from  the 
bladder.  At  intervals  after  that  he  passed  bloody 
urine,  and  occasionally  had  to  be  catheterized,  but 
this  necessity  disappeared,  and  for  the  most  of  the 
year  before  he  died  there  was  only  occasional  tinging 
of  the  urine  with  blood,  and  occasional  passing  of 
shreddy  material. 

Cystoscopic  examinations  were  made  by  Dr.  Lewis 
on  the  following  dates:  December  24,  1908;  Jan- 
uary 4,  and  January  9,  1909.  The  demonstrations 
being  made  at  the  Genito-Urinary  Clinic  of  the  St. 
Louis  University  Medical  Department,  fully  twenty 
or  more  physicians  were  witnesses  of  the  findings, 
from  which  there  was  no  dissent  expressed.  Ex- 
tending across  the  whole  of  the  posterior  wall  of 
bladder,  apparently  attached  to  and  growing  from 
the  region  of  the  bas  fond,  and  covering  both  ureteral 
orifices,  was  a  large,  dark  brown,  solid  tumor-like 
mass  (Fig.  1).  It  was  streaked  and  mottled  with 
whitish  areas,  as  shown  in  the  water-color  sketch 
made  at  the  time  by  the  artist  of  the  University, 
Mr.  Tom  Jones.  It  seemed  to  be  immovably  attached 
to  the  floor  of  the  bladder,  as  attested  by  the  intro- 
duction of  a  ureteral  catheter,  with  which  it  was 
touched  and  pushed.  No  view  of  the  ureteral  orifices 
was  obtained,  and  consequently  no  further  effort 
was  made  to  catheterize  them.  The  remainder  of 
the  bladder  seemed  healthy. 

The  tumor  was  interpreted  as  a  solid  malignant 
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growth  secondary  to  the  original  one  in  the  liver, 
and  it  was  not  deemed  advisable  to  resort  to  any 
surgical  interference  on  its  account. 

About  this  time  it  was  noticed  that  the  urine  of  the 
patient  on  standing  became  solidified  into  a  jelly-like 
mass.  For  the  first  hour  or  so,  the  coagulum  was  so 
firm  that  the  glass  in  which  it  was  contained  could 
be  inverted  without  releasing  the  content.  Later, 
a  gradual  separation  between  the  solid  and  fluid  parts 
of  the  urine  would  occur,  the  clot  occupying  about 
one-third,  or  one-half  of  the  volume.  Specimens 
remained  thus,  in  bottles,  for  months  at  a  time.  This 
marked  fibrinuria  lasted  up  to  the  time  of  the  death 
of  the  patient,  April  3,  1910. 

Following  the  several  cystoscopic  examinations 
mentioned,  the  patient  went  to  his  home  and  was 
lost  sight  of  for  nearly  a  year.  He  then  returned  to 
Rebekah  Hospital,  showing  evident  deterioration 
in  health  and  physical  condition.  The  fibrinuria  was 
as  prominent  as  before.  While  not  complaining  of 
vesical  symptoms,  in  view  of  the  previous  existence 
of  the  mass  in  the  bladder  it  was  considered  advisable 
to  make  another  cystoscopic  examination,  which  was 
done  on  February  15,  1910.  What  was  our  astonish- 
ment to  find  the  organ  clear  of  any  foreign  body, 
tumor  or  mass;  the  floor  of  the  bas  fond  visible  at 
all  points  and  showing  nothing  more  than  a  moderate 
congestion  of  its  mucosa,  near  the  median  line.  Both 
ureteral  orifices  were  in  plain  view  and  of  normal 
appearance. 

The  patient,  whose  intellect  seemed  to  have 
participated  in  the  evident  decline,  could  only  say 
that  lately  he  had  not  suffered  from  the  frequency 
and  difficulty  in  urination,  of  which  he  had  formerly 
complained,  but  it  was  observed  that  the  urine  at 
times  showed  masses  of  material  of  indefinite  struc- 
ture. Another  cystoscopy  made  at  a  later  date  con- 
firmed the  above  findings. 
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Following  this  there  was  gradual  weakening  and 
decline  to  the  time  of  his  death,  in  April.  Gross 
findings  of  the  autopsy:  Embryoma  of  the  right 
kidney  and  suprarenal  capsule  almost  as  large  as  a 
child's  head;  its  functioning  capacity  evidently 
destroyed.  Left  kidney  normal  excepting  moderate 
compensatory  enlargement.  Both  ureters,  bladder 
and  prostate  normal.  No  indication  in  the  bladder 
of  the  mass  previously  observed.  Secondary  meta- 
static involvement  of  the  abdominal  lymphatics  in 
the  neighborhood  of  the  right  kidney.  Numerous 
secondary  growths  in  the  liver,  especially  in  the  right 
lobe,  and  in  the  region  of  the  ducts  and  large  vessels. 
Stomach  normal.  Metastatic  growths  found  in  both 
lungs,  especially  in  the  lower  lobes. 

The  question  naturally  arises,  in  this  case,  as  to 
whether  there  was  spontaneous  disappearance  of  a 
real  tumor  of  the  bladder,  or  the  breaking  up  and 
expulsion  of  a  more  or  less  organized  blood  clot  that 
might  have  simulated  a  solid  tumor? 

Medical  history  is  not  without  records  of  the 
spontaneous  disappearance  of  vesical  tumors,  which, 
through  varying  influences,  have  broken  from  their 
pedicles  and  have  been  expelled  from  the  bladder 
with  more  or  less  difficulty  (Blum.  "Zeitschrift  fur 
Urologie,"  1909,  Bd.  Ill,  p.  124).  Mankiewicz  (Cas- 
per's Vortrag,  "Berliner  klin.  Wochenschr.,"  1908, 
p.  328)  relates  an  instance  in  which  thorough  cystos- 
copy established  the  existence  of  two  papillomata,  a 
larger  and  a  smaller,  in  the  neighborhood  of  the  left 
ureter.  After  two  years  the  patient  returned  to  him, 
on  account  of  some  other  complaint;  as  a  matter 
of  interest  cystoscopy  was  repeated  and  no  tumors 
were  to  be  seen.  Nitze  and  Ultzmann  have  recorded 
instances  of  spontaneous  disappearance  of  tumors. 
In  a  case  of  Victor  Blum  (ibid.)  the  patient  brought 
a  small  papillomatous  tumor,  preserved  in  a  bottle 
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of  alcohol,  claiming  that  it  had  passed  through  the 
urethra  together  with  the  escape  of  bloody  urine. 
Cystoscopy  showed  a  spiculated  stone  in  the  bladder, 
together  with  the  stump  of  the  pedicle  of  a  papilloma. 
Suprapubic  cystotomy  enabled  the  removal  of  the 
stone  and  also  the  confirmation  of  the  cystoscopic 
evidence.  The  remainder  of  the  papilloma  was 
identified  and  removed  by  excision.  The  rough, 
spiculated  stone  was  deemed  instrumental  in  ruptur- 
ing and  releasing  the  tumor  from  its  pedicle. 

Confirming  the  evidence  of  a  secondary  tumor 
in  our  case,  rather  than  an  organized  blood  clot, 
we  have  the  history  of  frequency  and  difficulty  in 
urination  preceding  the  hematuria;  and  the  fixed 
adhesion  of  the  tumor  or  mass  to  the  wall  of  the 
bladder — although  no  pedicle  was  ever  seen.  On 
the  other  hand,  in  the  fibrinuria  was  furnished  the 
possibility  of  coagulation  or  clotting  of  the  urine 
within  the  bladder,  even  before  the  bleeding  occurred; 
and  it  is  further  possible  that  in  the  process  of  organi- 
zation the  mass  became  adherent  to  the  bladder  wall 
in  the  manner  observed  through  the  cystoscope. 

Though  the  questions  at  issue  are  not  satisfactorily 
solved,  the  case  furnishes  features  of  much  interest, 
and  also  adjures  to  more  precise  and  conclusive 
investigation  in  similar  instances,  in  the  future. 
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DISCUSSION 

OF   PAPERS   BY  DRS.   FULLER,   SCHMIDT,    HAGNER 
AND  LEWIS. 

Dr.  Hugh  H.  Young  of  Baltimore:  The  method  of  vesical 
drainage  proposed  by  Dr.  Fuller  is  certainly  a  novel  one. 
Many  of  us  have  felt  for  a  long  time  the  inefficiency  of  supra- 
pubic drainage  owing  to  its  uphill  character  and  the  danger 
of  prevesical  infections.  The  perineal  route  unquestionably 
affords  much  more  satisfactory  drainage  and  is  far  safer. 
The  patient  is  not  confined  to  bed,  and  within  two  or  three 
days  after  an  extensive  operation  can  be  up  in  a  chair,  out- 
of-doors,  whereas  the  suprapubic  drainage  will  usually  keep 
him  in  bed  for  two  or  three  weeks  at  least.  Dr.  Fuller  has 
pointed  out  a  few  rare  instances  in  which  this  new  form  of 
perineal  vesical  drainage  may  be  employed  with  benefit,  and 
it  may  be  of  value  in  certain  limited  cases.  I  would  like  to 
ask  Dr.  Fuller  if  he  has  found  it  possible  to  expose  the  bladder 
and  open  it  post -prostatically  without  an  extensive  operation, 
as  he  usually  employs  in  his  operation  of  vesiculotomy? 

Dr.  Schmidt's  paper  is  also  of  great  interest,  and  I  would 
like  to  mention  here  a  recent  fatal  case  on  which  I  obtained 
an  autopsy  which  seems  to  be  similar  to  his. 

The  patient  when  admitted  was  in  such  bad  condition  that 
a  retained  catheter  was  inserted.  The  prostate  seemed  to  be 
considerably  enlarged  and  a  cystoscopic  examination  carried 
out  by  one  of  my  assistants  showed  a  considerable  intravesical 
projection  of  the  prostatic  lobes,  but  no  definite  vesical  lesions. 
The  abdomen  was  distended  and  there  was  enlargement  and 
tenderness  of  the  liver;  he  was  distinctly  jaundiced,  and  there 
was  marked  nausea  and  vomiting,  and  the  medical  men  who 
were  called  in  made  a  diagnosis  of  hepatitis  and  gastritis.  There 
was  tenderness  in  the  region  of  the  bladder  and  above  it, 
which  was  thought  to  be  due  to  a  retained  catheter  and 
cystitis.  The  patient  did  not  improve,  and  finally  supra- 
pubic operation  to  supply  drainage  was  performed.  Owing 
to  the  condition  of  the  patient  no  examination  of  the  bladder 
was  made  at  that  time.  A  few  days  later  the  patient  died 
and  autopsy  showed  gall  stones,  cirrhosis  of  the  liver,  a 
duodenal  ulcer  with  a  retroperitoneal  abscess  which  extended 
to  the  pelvis  and  involved  the  base  of  the  bladder  into  which 
it  had  perforated.     I  notice  that  all  of  Dr.  Schmidt's  cases 
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presented  gastric  and  intestinal  symptoms,  and  I  would  like 
to  ask  him  whether  he  thinks  it  possible  that  an  ulcer  of  the 
intestinal  tract  might  have  been  responsible  for  the  symptoms, 
and  post- vesical  infection  in  his  case.  I  have  seen  a  great 
many  cases  of  diverticula  of  the  bladder,  and  do  not  believe 
that  they  are  responsible  for  such  infections.  I  have  never 
had  but  one  case  which  gave  a  history  of  fever  associated  with 
pain  in  the  lower  right  half  of  the  abdomen,  which  was  fol- 
lowed by  rupture  of  pus  into  the  bladder,  and  two  years  later 
cystoscopic  examination  showed  an  extensive  diverticulum 
in  the  right  half  of  the  bladder.  In  that  case  it  seemed  to 
me  that  the  diverticulum  was  formed  by  epidermization  of 
the  abscess  cavity  rather  than  a  formation  of  pus  in  a  pre- 
existing diverticvilimi. 

Dr.  Hagner's  technique  of  vesical  excision  is  certainly  very 
interesting  and  entirely  new.  I  have  also  experienced  diffi- 
culty from  collapse  of  the  bladder  wall  after  suprapubic  inci- 
sion, and  consequent  difficulty  in  carrying  the  line  of  excision 
far  enough  distant  from  the  site  of  the  growth.  His  method 
is  very  ingenious,  and  for  cases  of  tumor  confined  to  the  lateral 
and  anterior  walls  it  would  seem  to  be  a  good  procedure. 

Dr.  Lewis's  paper  also  presents  some  very  interesting 
questions.  I  would  like  here  to  record  a  case  which,  while 
not  entirely  similar,  was  just  as  startling. 

A  woman  came  in  with  a  swelling  in  the  right  groin  which 
was  supposed  to  be  an  incarcerated  femoral  hernia.  Opera- 
tion showed  that  the  incarcerated  omentum  was  the  site  of  a 
malignant  tumor  about  two  inches  in  diameter;  the  wound 
was  enlarged  and  the  omentum  was  drawn  down  and  found 
to  be  inverted  far  up  into  the  abdomen,  and  almost  an  inch 
thick;  a  large  part  of  it  was  excised,  a  great  many  ligatures 
being  required  on  accoxmt  of  the  marked  hemorrhage.  The 
patient  left  in  a  few  weeks  and  returned  to  the  hospital  two 
months  later,  extremely  emaciated,  very  pale.  Examination 
of  the  blood  by  the  medical  men  showed  apparently  a  per- 
nicious enemia.  She  soon  died  and  autopsy  showed  that  the 
extensive  infiltration  of  the  omentum  with  sarcoma  which 
had  been  left  in  situ  had  completely  disappeared  and  after  a 
careful  search  no  macroscopic  or  microscopic  evidence  of  the 
disease  could  be  discovered.  Enlarged  glands  of  the  mam- 
mary and  axiliary  regions,  which  had  also  been  present,  had 
completely  disappeared,  and  there  is  no  question  but  that 
this  was  a  case  of  complete  disappearance  of  an  extensive 
sarcomatous  disease  which  had  involved  a  large  area  of  the 
omentum,   and   given    forth   numerous   metastases.     These 
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cases,  which  are  very  rare,  show,  I  believe,  the  wonderful 
curative  eflEect  that  may  come  about  from,  sudden  changes 
in  the  blood,  and  I  have  no  doubt  that  in  a  short  time  serum 
therapy  will  conquer  malignant  tumors. 

Dr.  Granville  MACGoWANof  Los  Angeles:  The  case  that 
Dr.  Hagner  reported,  interested  me  very  much.  I  never 
had  any  experience  with  the  operation  that  the  chairman 
reported.  It  looks  to  me  very  good,  however,  for  certain 
cases.  I  suppose  he  will  answer  the  question  which  Dr. 
Young  put  to  him,  as  to  whether  it  requires  as  extensive 
an  operation  as  that  for  vesiculotomy.  Once  upon  a  time,  I 
broke  into  the  bladder  unintentionally,  just  as  the  President 
did,  and  was  badly  scared.  I  supposed  I  would  have  a  nasty 
fistula,  but  it  healed  up  very  readily.  So  that  what  he  tells 
seems  very  reasonable  to  me. 

Every  year,  I  see  a  few  cases  of  urinary  and  vesical  dis- 
turbance, with  pus  in  the  urine,  frequency  of  uritation,  and 
sometimes  more  or  less  retention,  in  which,  after  careful 
examination  of  the  persons,  I  find  that  actually  there  is 
nothing  pathological  with  the  bladder,  but  the  individual 
has  a  dilated  stomach,  filled  with  fermenting  food  that  is 
retained  there  for  two,  three  or  four  days  at  a  time,  or  there 
is  gall  bladder  trouble,  or  appendical  inflammation,  with  a 
lot  of  adhesions,  sometimes  to  the  bladder  wall,  sometimes 
simply  to  the  organs  in  the  neighborhood  of  the  bladder. 
These  cases,  need  an  internist,  who  will  pay  attention  to  the 
digestive  organs,  or  a  surgeon,  and  when  these  conditions  are 
removed  they  get  well. 

I  have  never  seen  a  cancer  of  the  roof  of  the  bladder  to  be 
operated  so  small  as  that  one  Dr.  Hagner  has  reported  here. 
I  suppose  I  am  rather  stupid,  but  I  do  not  understand  what 
the  doctor  used  the  needles  for.  Under  similar  circum- 
stances, I  should  have  opened  the  peritoneal  cavity  freely, 
somewhere  to  one  side  of  the  position  at  which  my  cystoscope 
showed  me  the  limits  of  the  tumor,  pulled  up  the  bladder, 
and  then  introduced  catgut  or  silk  stitches,  with  a  round- 
pointed  needle  at  a  distance  one  half  to  three-quarters  of  an 
inch  away  from  the  diseased  tissue,  through  all  the  coats  of 
the  bladder,  which  I  would  use  for  retractors,  then  with  an 
electro-cautery  make  an  incision  through  the  entire  bladder 
wall,  removing  the  tumor  as  a  whole  and  disturbing  it  as  little 
as  possible,  closing  the  bladder  after  the  removal  of  the 
tumor  with  a  Connell  suture.     I  have  done  this  successfully 
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in  several  cases.  One  of  these  was  reported  at  the  Tri-State 
Medical  Meeting  in  Washington  last  year.  The  tumor  had 
commenced  in  the  vault  of  the  bladder.  It  was  seen  by  a 
colleague  of  mine,  when  it  was  not  very  large.  He  opened 
the  bladder,  but  did  not  have  the  courage  to  remove  the 
tumor.  It  grew  very  rapidly,  and  when  the  patient  came  to 
me  we  opened  the  bladder,  and  removed  I  think  about  two- 
thirds  of  the  surface  of  the  organ,  all  the  upper  part,  in  this 
manner.  This  woman  recovered,  and  she  was  well  for  a  year. 
Her  bladder  got  so  she  could  hold  eight  to  ten  ounces  of 
urine,  and  she  would  not  urinate  more  than  once  in  four  or 
five  hours,  but  within  the  last  year  she  has  died,  not  from 
any  recurrence  of  the  tumor  in  the  bladder,  but  from  cancer 
of  the  mesentery  and  liver.  I  think  possibly  the  cancer 
had  already  spread  to  the  mesentery,  although  we  were  not 
able  to  detect  any  enlarged  glands  at  that  time. 

The  only  criticism  I  oflfer  to  Dr.  Hagner's  report,  is  that  he 
cut  with  the  knife  or  the  scissors,  and  I  think  it  would  have 
been  better  to  use  the  electro-cautery  knife. 

Dr.  a.  C.  Stokes  of  Omaha :  I  want  to  say  a  word  in  regard 
to  Dr.  Schmidt's  paper.  Some  interesting  cases  might  be 
traced  up  in  that  line,  I  think.  I  had  some  little  experience 
with  one,  in  a  colleague  of  mine.  He  had  at  one  time  con- 
siderable bladder  irritation.  We  examined  carefully  his 
prostate,  and  foimd  it  quite  swollen,  and  in  the  course  of 
several  days  his  prostate  and  bladder  trouble  cleared  up 
entirely.  But  he  was  still  sick.  His  blood  findings  and  all 
his  symptoms  indicated  an  infection  of  some  kind.  The 
abdomen  was  finally  opened,  and  a  great  deal  of  pus  was 
found  in  the  abdomen,  the  origin  of  which  we  were  not  able 
exactly  to  decide.  After  some  time,  unfortunately,  he  died. 
At  post-mortem  we  found  that  the  infection  had  begun  as  a 
diverticulum  in  the  rectum,  that  there  had  been  a  passage 
of  the  infection  through  the  rectal  wall,  causing  a  peri- 
prostatitis. The  infection  had  not  localized  there,  but  had 
traveled  up  behind  the  peritoneum  and  localized  in  the 
abdominal  cavity.  I  think  such  a  thing  could  happen  in 
appendicitis,  but  that  it  would  be  more  likely  to  happen  in 
the  region  of  the  rectum  or  the  sigmoid,  or  the  lower  part  of 
the  abdomen. 

In  regard  to  Dr.  Lewis's  case,  I  had  a  similar  experience 
to  that  two  or  three  years  ago.  A  patient  came  in  who  had 
a  great  deal  of  hemorrhage,  and  after  several  days  we  were 


166 

able  to  examine  the  bladder  with  the  cystoscope.  But  the 
blood  interfered  considerably.  However,  after  washing  it 
out  and  after  considerable  trouble,  we  finally  thought  we 
located  the  tumor  on  the  side  of  the  bladder,  and  told  him  so. 
It  seemed  as  clear  as  could  be,  a  villous  tumor.  We  put  him 
in  bed  and  thought  possibly  we  would  operate,  but  he  would 
not  consent  at  that  time.  He  went  home,  his  hemorrhage 
stopped,  and  from  that  day  to  this — ^two  years — ^he  has  had 
no  trouble  whatsoever. 

Dr.  D.  N.  Eisendrath  of  Chicago:  I  do  not  believe  that 
the  cases  which  Dr.  Schmidt  has  referred  to  can  be  dwelt  upon 
sufficiently.  They  are  of  considerable  importance  to  the 
general  surgeon  as  well  as  to  the  specialist  in  the  surgery  of 
the  genito-urinary  tract.  There  are  so  many  of  these  cases 
which  are  interpreted  as  pelvic  appendicitis,  and  other  similar 
conditions,  that  it  is  interesting  to  discuss  Dr.  Schmidt's 
paper  from  two  viewpoints.  In  the  first  place,  in  regard  to 
the  etiology  of  these  other  cases;  secondly,  in  regard  to  the 
method  or  technique  of  operating.  As  regards  the  former, 
in  a  discussion  of  this  same  paper  about  ten  days  ago  before 
our  local  Urological  Association  at  Chicago,  I  was  strongly  of 
the  opinion  when  I  first  heard  them,  that  they  were  in  all 
probability  not  appendiceal,  for  the  reason  that  in  the  pelvic 
appendix  one  seldom  if  ever  gets  such  a  well-defined  mass  as 
that  Dr.  Schmidt  has  described,  being  suprapubic,  having 
the  outline  of  the  bladder,  being  able  to  move  it  about  from 
side  to  side,  and  getting  a  sense  of  fluctuation.  In  the 
pelvic  appendix  the  attack  is  much  more  intense  as  far  as 
temperature,  rigidity  of  the  muscles,  etc.,  are  concerned. 
For  that  reason  I  am  all  the  more  of  the  opinion  now,  upon 
hearing  the  cases  again,  and  having  noted  the  symptoms  in 
detail,  that  they  were  in  all  probability  not  appendiceal  in 
origin.  Now,  what  else  could  they  be?  There  is  a  well- 
established  fact  in  the  pathology  of  the  appendix,  as  well  as 
of  other  organs  of  the  abdomen,  that  you  can  have  a  migra- 
tion of  micro-organisms  through  the  wall  of  an  intact  mucosa 
into  the  tissues  surrounding  it.  We  now  know  what  a  very 
large  number  of  cases  of  appendicitis  with  general  peritonitis 
there  are,  without  any  macroscopic  lesion  of  the  appendix, 
due  to  the  appendix  being  invaded  with  micro-organisms 
through  its  wall.  The  second  is  the  possibility  of  these 
being  cases  of  sigmoid  or  rectal  diverticula  with  peridiverticu- 
litis, with  resulting  infection  of  the  cellular  tissue  of  the 
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pelvis.  That  is  my  own  opinion  of  these  cases  at  the  present 
time.  I  have  seen  within  the  past  year  a  similar  case  of  a 
protruding  diverticulum  in  an  adult  which,  for  a  long  time, 
simulated  appendicitis,  but  on  operation  it  was  found  to  be  a 
peridiverticular  inflammation. 

In  regard  to  the  technique,  I  can  only  commend  the  manner 
of  attacking  these  cases,  that  is,  through  this  inverted  V  inci- 
sion. It  is  so  much  more  preferable  to  the  incision  either 
through  the  rectum  alone  or  attempting  to  get  at  them  from 
above.  It  certainly  is  a  decided  step  in  advance  in  these 
cases  to  use  this  method. 

Dr.  Schmidt  in  closing:  I  would  like  to  say  a  few  words  in 
regard  to  Dr.  Hagner's  mode  of  procedure.  The  only  differ- 
ence between  that  and  the  well-estabUshed  way  of  attacking 
tumors  in  this  region  is  that  he  uses  the  cystoscope  in  attempts 
to  locate  where  he  introduces  the  needle.  I  have  been  in  the 
habit  of  exposing  the  entire  bladder,  separating,  if  possible, 
the  peritoneal  layer,  and  then,  on  account  of  a  previous 
cystoscopic  examination,  picking  up,  where  I  would  consider 
some  distance  away  from  the  tumor,  the  bladder,  with  tenacu- 
lum forceps  all  around  it.  And  I  do  not  hesitate  to  say  that 
I  do  not  agree  with  Dr.  MacGowan  in  using  a  thermocautery. 
There  is  no  reason  why  you  should  not  use  scalpel  and 
scissors,  and  remove  the  tumor  easily  and  completely,  and 
bring  the  parts  of  the  bladder  in  complete  contact  in  the 
same  manner  as  Dr.  Hagner  does. 

I  would  like  to  ask  Dr.  Lewis  in  regard  to  this  case  of 
jelly-Uke  formation.  I  happen  to  have  one  under  observa- 
tion at  the  present  time.  He  is  a  physician,  forty-five  years 
old.  He  has  had  repeated  attacks  of  what  almost  appears 
to  be  renal  colic.  I  might  say  that  the  pains  are  more  or 
less  on  both  sides,  sometimes  on  one,  and  again  more  marked 
on  the  other  side.  At  those  times  this  patient  urinates 
probably  four  or  five  himdred  c.c.  of  a  gelatinous-like  mass. 
When  it  is  freshly  passed  it  looks  like  a  fair-sized  grape,  and 
it  is  exactly  like  that  gelatine  in  which  the  doctor's  specimen 
is  mounted.  These  attacks  pass  over,  and  he  feels  perfectly 
well,  practically  never  having  any  pain.  Physical  examination 
was  completely  negative.  On  cystoscopic  examination  there 
was  absolutely  nothing  to  be  noted.  He  wishes  me  to 
cystoscope  him  the  next  time  he  has  one  of  these  attacks. 
At  the  time  he  has  these  attacks  there  are  terrific  urinary 
sjrmptoms,  considerable  tenesmus  and  pain;  the  bladder  does 
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not  hold  any  water  at  all,  and  to  cystoscope  him  it  will  prob- 
ably be  necessary  to  give  him  an  anaesthetic. 

I  would  like  to  say  a  word  further  in  regard  to  these  cases 
I  have  reported.  I  said  I  had  two  cases  of  pericystitis. 
Sometime  ago  a  man  forty-five  years  old,  a  lawyer  in  a  very 
good  position  in  the  city  of  Chicago,  was  referred  to  me. 
He  had  been  under  the  observation  of  several  other  doctors. 
His  symptom  was  acute  retention  of  urine,  without  any 
apparent  cause.  A  diagnosis  had  been  made  of  enlarged 
prostate.  He  had  been  catheterized  repeatedly,  and  in  the 
course  of  a  day  or  two  the  urinary  symptoms  would  dis- 
appear and  he  would  feel  perfectly  well.  He  was  referred 
to  me,  and  I  noted  on  rectal  examination  a  prostate  th«,t  I 
considered  practically  normal,  but  above  the  prostate  exactly 
the  same  kind  of  a  mass  that  I  have  referred  to.  In  this 
man  it  could  be  absolutely  outlined  on  the  abdomen  in  the 
same  way  as  those  other  cases  I  have  referred  to.  The 
diagnosis  in  this  case  was  either  neoplasm  or  possibly  a 
diverticulum  of  the  bladder.  He  refused  further  treatment, 
and  remained  under  the  observation  of  his  family  physician. 
About  eight  weeks  ago  I  was  called  in  consultation  with  this 
physician  and  with  Dr.  Belfield.  A  few  days  before  that 
he  was  on  his  way  down  town,  being  accustomed  to  walk, 
and  he  suddenly  felt  a  terrific  bearing-down  pressure.  He 
described  the  pain  as  if  something  had  apparently  ruptured. 
He  was  obliged  to  go  home  on  the  street  car.  His  family 
physician  was  called.  However,  nothing  was  done  for 
several  days  afterwards,  until  Dr.  Belfield  and  I  saw  him, 
probably  forty-eight  or  fifty  hours  after  this  apparent  acci- 
dent to  him.  At  that  time  it  was  noticed  that  there  was  a 
teirific  hemorrhage  aroimd  the  perineum,  reaching  over  the 
tuberosities  of  the  ischia  and  forward.  The  same  mass  could 
be  felt,  but  toward  the  rectum  it  was  soggy.  The  original 
mass  could  not  be  outlined  at  all.  On  account  of  the  enor- 
mous mass,  extending  up  to  the  left  almost  to  the  ribs,  we 
decided  that  we  could  reach  the  original  area  better  by 
going  in  above  than  below,  so  almost  a  median  incision 
was  made,  and  this  enormous  mass  was  met  with,  being 
covered  with  peritoneum.  We  pushed  that  back  as  well 
as  we  could  and  entered  the  bladder.  In  entering  the  bladder 
that  apparently  made  up  this  mass,  fluid  escaped  in  a  small 
stream,  and  we  were  under  the  impression  that  it  was  a 
bladder  diverticulum.  Dr.  Belfield  enlarged  this  incision, 
introduced  drainage  in  the  incision,  placed  the  patient  in  the 
lithotomy  position,  made  an  incision  through  from  below. 
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and  drained  this  apparent  divertictdum  right  through  the 
bladder  and  then  down  through  the  perineum.  The  patient 
had  been  in  this  condition  for  fifty  hours  or  more,  and  in  the 
course  of  the  next  twenty-four  hours  he  died.  Post-mortem 
was  refused.  Dr.  Belfield,  as  well  as  myself,  attempted  to 
cystoscope  this  individual  when  we  first  saw  him.  There 
was  a  distinct  obstruction,  and  it  was  absolutely  impossible 
to  introduce  a  metal  instrument.  However,  a  soft-rubber 
catheter  was  always  readily  introduced. 

Dr.  HAGNER  in  closing:  I  wovdd  like  to  mention  in  connec- 
tion with  Dr.  Schmidt's  cases  a  case  which  Dr.  Mitchell  of 
Washington  had.  It  was  an  appendiceal  case.  I  did  not  see 
the  case.  I  believe  it  was  cystoscoped  by  Dr.  Lehr  of  Wash- 
ington. This  patient  apparently  had  a  tumor  extending  into 
the  bladder  from  above.  It  turned  out  to  be  an  appendiceal 
abscess,  almost  a  finger-like  mass  extending  into  the  bladder. 
I  do  not  believe  Dr.  MacGowan  quite  understood  just 
what  the  object  was  in  my  operation.  I  may  not  have 
made  myself  clear.  My  object  is  to  prevent  just  what  he 
says  he  did.  He  says  he  "put  his  finger  in  and  felt  it  as 
carefully  as  possible."  It  was  to  prevent  this  manipulation 
that  suggested  the  operation  to  me.  You  look  into  the 
bladder  and  see  the  tumor  growth;  the  incision  is  made 
down  to  the  bladder,  the  parts  are  well  retracted,  the  needles 
are  stuck  in,  and  by  looking  in  the  cystoscope  you  can  easily 
see  the  needles  come  through  the  bladder  wall,  and  it  is  not 
necessary  to  insert  the  finger  into  the  bladder.  The  way  Dr. 
Schmidt  operates  is,  I  beheve,  the  best  method,  because  it  is 
not  necessary  to  put  anything  through  the  bladder  wall  at  all. 
When  the  retractors  are  well  drawn  back  the  mere  fact  of 
touching  the  bladder  wall  with  a  threaded  needle  will  pro- 
duce a  depression  that  can  be  seen  through  the  cystoscope. 
The  needle  is  then  passed  through  the  muscularis  and  the 
suture  acts  as  a  tractor,  the  slight  traction  on  the  suture 
causing  a  dimpling  of  the  bladder  wall  seen  through  the 
cystoscope.  This  specimen  has  shrunk  a  good  deal  from 
the  solution.  There  was  more  free  tissue  around  the  tumor 
than  the  specimen  shows.  But  I  think  there  should  have 
been  a  little  wider  area  of  bladder  wall  removed.  Where 
you  have  a  bladder  distended  with  300  or  350  c.c.  of  fluid  the 
bladder  wall  is  on  the  stretch,  and  it  would  be  better  to 
begin  a  little  farther  away,  because  when  the  bladder 
retracts  you  find  that  the  proximity  of  the  incision  to  the 


170 

bladder  tumor  is  nearer  than  when  the  bladder  is  distended. 
Dr.  MacGowan  speaks  of  using  the  cautery.  I  used  the 
knife.  I  did  not  do  any  burning.  The  healing  in  this  case 
was  rapid,  with  only  a  slight  leakage  through  the  supra- 
pubic wound  occurring. 

Dr.  Fuller  in  closing:  Dr.  Young  wanted  to  know  if  the 
bladder  could  not  be  opened  in  my  operation  without  as 
extensive  an  operation  as  I  do  for  seminal  vesiculotomy. 
That  really  is  not  as  extensive  an  operation  as  those  pictures 
in  last  year's  Transactions  seem  to  show.  I  got  hold  of  an 
enthusiastic  artist,  who  drew  the  most  awful  pictures  and 
made  it  look  a  good  deal  on  a  par  with  the  operation  for 
amputation  of  the  thigh.  Really,  those  long  slashes  on  the 
buttocks  are  simply  through  skin  and  fat.  The  only  deep 
incision  is  behind  the  rectum.  I  have  done  the  operation 
one  hundred  and  sixty  times  without  any  mortality  at  all. 
In  draining  the  bladder  that  way  there  is  no  need  of  going 
into  the  seminal  vesicles  if  they  are  not  diseased. 

The  cases  that  Dr.  Schmidt  reported  are  very  interesting. 
I  had  some  time  ago  a  case  of  pericystitis  which  was  due  to 
an  old  burrowing  in  connection  with  an  appendicitis.  The 
patient  was  a  missionary  in  some  out-of-the-way  country, 
who  had  an  appendicitis  which  burrowed  for  a  long  time 
before  he  came  to  operation.  He  had  very  extensive  sup- 
puration. He  had  never  had  gonorrhoea.  The  history 
seemed  to  indicate  clearly  that  the  pericystitis  was  due  to  a 
burrowing  in  connection  with  the  old  appendicitis. 

Dr.  Lewis's  case  of  fibrinuria  is  very  unusual.  Several 
years  ago  Dr.  Belfield  wrote  an  article  on  retention  cysts  or 
foetal  cysts,  in  connection  with  the  ducts  of  RosenmuUer. 
Several  months  ago  I  came  upon  a  case  which  nearly  made 
me  weep  because  I  could  not  operate  on  him.  He  refused, 
and  went  away.  When  I  put  my  finger  into  his  rectum,  to 
one  side  there  was  a  big,  non-inflammatory  fluctuating  cyst. 
It  was  back  of  the  prostate  somewhat,  and  to  one  side.  It 
was  thick  and  felt  as  if  it  was  gelatinous  in  consistency  I 
think  it  must  have  been  one  of  those  foetal  cysts.  He  had 
never  had  any  inflammatory  condition.  It  seems  to  me  that 
if  a  cyst  Uke  that  did  open  into  the  bladder  you  would  get 
this  condition  of  fibrinuria,  such  as  exists  in  Dr.  Lewis's  case. 


THE  SURGICAL  IMPORTANCE  OF  ACCESSORY 
RENAL  ARTERIES. 


DANIEL  N.  EISENDRATH   AND  DAVID  C.  STRAUSS. 
CHICAGO,  ILL. 


Under  normal  conditions  each  kidney  is  supplied 
by  a  single  renal  artery  which  arises  from  the  side 
of  the  aorta,  a  little  below  the  origin  of  the  superior 
mesenteric.  Each  renal  artery,  before  reaching  the 
hilum  of  the  kidney  which  it  supplies,  divides  (Fig.  1) 
into  from  three  to  five  branches  which  enter  the 
substance  of  the  kidney  independently  at  the  hilum. 


Fig.  1. 

The  primitive  kidney  is  a  segmental  organ,  and  its 
primitive  vessels  are  probably  segmental,  i.e.,  one 
artery  for  each  segment,  so  that  the  persistence  of 
the    embryonic    condition    would    mean    that    each 
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kidney,  instead  of  being  supplied  by  a  single  renal 
artery,  might  receive  from  two  to  five  renal  arteries. 
Such  supernumerary  vessels  represent  a  primitive 
condition,  and  the  accessory  arteries  may  arise  close 
together  from  the  aorta,  or  their  points  of  origin  be 
widely  separated. 


The  varieties  of  accessory  arteries  which  most 
frequently  occur  are: — 

Type  1.  (Fig.  1.)  Two  separate  renal  arteries 
arise  from  the  side  of  the  aorta  to  supply  the  kidney. 
The   two   arteries  enter   the   hilum   of  the   kidney. 


Fig.  3. 
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dividing,  just  before  doing  so,  into  two  or  more 
branches.  This  variety  may  be  called  the  two-artery 
type. 

Type  2.  (Fig.  2.)  A  main  renal  artery  arises 
from  the  aorta  in  the  normal  manner,  but  a  second 
i.e.  accessory,  artery  arises  from  the  aorta  a  variable 
distance  away,  passing  directly  from  the  aorta  to  the 
upper  pole  of  the  kidney.  This  may  be  called  the 
superior  polar  type. 


Fig.  4. 

Type  3.  (Fig.  3.)  The  main  renal  artery  arises 
from  the  side  of  the  aorta  and  passes  to  the  hilum 
in  the  normal  manner.  An  accessory  renal  artery 
arising  separately  from  the  aorta  a  variable  distance 
from  the  main  trunk,  passes  to  the  lower  pole  of  the 
kidney.    This  is  called  the  inferior  polar  type. 

Type  4.  (Fig.  4.)  Three  renal  arteries  arise  from 
the  side  of  the  aorta  and  pass  separately  to  the  hilum 
of  the  kidney.    This  is  called  the  three-artery  type. 


Type  5.  Four  renal  arteries  arise  from  the  aorta 
and  pass  separately  to  the  hilum.  This  is  called 
the  four-artery  type. 
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Fig.  5. 

Type  6.  (Fig.  5.)  The  accessory  artery,  instead 
of  having  its  origin  from  the  aorta  close  to  the  main 
renal  trunk,  arises  from  a  vessel  at  times  quite 
distant  from  the  normal  renal  artery,  most  often 
from  the  common,  external  or  internal  iliacs,  rarely 
from  the  hepatic,  middle  sacral,  spermatics,  inferior 
phrenic,  lumbar  or  even  pancreatic  or  colonic  arteries. 
This  may  be  called  the  extra-aortic  accessory  type, 
and  is  quite  rare  as  compared  to  the  previously 
described  types. 

Type  7.  Superior  or  inferior  polar  arteries  arise 
from  a  single,  i.e.,  normal  renal  artery,  just  before 
it  divides  to  enter  the  kidney. 


These  vessels  may  be  called  pseudo,  or  false  acces- 
sory, i.e.,  not  arising  from  the  aorta.  They  are  of 
less  importance  than  the  true  accessory  vessels. 
Although  anatomists  have  known  for  many  years 
that  such  accessory  arteries  are  frequently  found, 
their  surgical  importance  is  just  beginning  to  be 
appreciated.  Surgeons  have  become  aware  of  the 
fact  that  an  accessory  renal  artery  may  not  only  be 


175 

the  cause  of  pathological  conditions,  e.g.,  hydrone- 
phrosis, but  that  they  may  play  an  important  part 
in  producing  serious,  if  not  fatal,  complications 
during  operations  upon  the  kidney,  such  as  nephrot- 
omy or  nephrectomy.  But  few  books  upon  anatomy 
in  any  language,  and  scarcely  a  single  treatise  upon 
general  or  renal  surgery,  mention  the  possibility  of 
the  presence  of  such  accessory  arteries. 

The  majority  of  anatomies,  such  as  Hyrtl,  Henle, 
Partsch,  Sobotta,  Poirier  and  Charpey,  Broesike, 
Lemow,  Bardeleben,  Joessel,  Deaver,  Morris,  Gerrish, 
Testut,  Langer,  either  do  not  mention  the  occurrence 
of  accessory  renal  arteries  or  state  that  they  are  of  no 
practical  importance. 

In  the  standard  atlases,  like  Henke,  Bardeleben, 
Zuckerkandl,  Spalteholz,  Toldt,  Sobotta,  and  Heitz- 
mann,  no  illustration  of  such  an  anomaly  are  sho"WTi. 
Cunningham,  Quain,  Gray  and  Piersol  describe  the 
occurrence  of  accessory  arteries,  Quain  stating  that 
they  are  found  in  twenty  per  cent  of  bodies.  The 
best  description  is  that  given  by  Piersol:  "Accessory 
renal  branches  may  arise  from  the  abdominal  aorta 
or  from  the  middle  sacral,  common  iliac,  internal 
iliac  or  the  inferior  mesenteric.  These  accessory 
arteries  frequently  enter  the  substance  of  the  kidney 
elsewhere  than  at  the  hilum." 

The  only  references  to  these  accessory  vessels  in  the 
books  upon  renal  surgery  are  in  Schede's  chapter  in 
the  V.  Bergmann  System,  in  Garre's,  Israel's  and 
Albarran's  books.  Schede  says  that  variations  of  the 
renal  artery  may  be  of  surgical  importance  and  that 
search  should  be  made  for  separate  vessels  entering 
the  upper  or  lower  poles.  Preliminary  ligation  of 
these  accessory  arteries  is  advised. 

Garre  simply  mentions  the  presence  of  double 
or  triple  renal  arteries  and  advises  ligation  of  an 
accessory  artery  passing  to   the  upper  pole,   when 
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found  during  a  nephrotomy.  He  calls  attention  to 
the  fact  that  hemorrhage  after  nephrotomy  may  be 
due  to  such  accessory  vessels. 

Israel  does  not  describe  any  variations  of  the  renal 
artery,  but  refers  to  the  role  which  an  accessory 
artery  to  the  lower  pole  may  play  in  the  production 
of  hydronephrosis.  In  the  chapter  on  nephro- 
lithotomy he  refers  to  the  fact  that  persistent  bleeding 
may  be  due  to  accessory  polar  arteries,  which  have 
either  not  been  compressed  during  a  nephrotomy, 
or  from  which  post-operative  bleeding  occurs  after 
the  heart  has  regained  its  activity.  He  describes 
a  case  in  which  there  was  an  insignificant  hemorrhage 
from  the  upper  pole  during  a  nephrolithotomy, 
even  after  a  rubber  ligature  had  been  placed  around 
the  pedicle.  After  the  patient's  return  to  bed  a 
severe  hemorrhage  occurred,  whose  source  was  found 
at  the  upper  pole,  necessitating  nephrectomy. 

At  the  1909  meeting  of  the  French  Surgical  Asso- 
ciation, Pasteau  reported  a  case  in  which  a  severe 
hemorrhage  occurred  after  a  nephrectomy,  due  to 
overlooking  an  upper  pole  artery.  He  found 
anomalous  arteries  in  twenty  per  cent  of  eighty-two 
cases.    In  one  case  there  were  six  renal  arteries. 

The  polar  arteries  are  often  mistaken  for  adhesions, 
and  are  thus  easily  torn. 

The  only  articles  which  give  any  accurate  informa- 
tion as  to  the  frequency  of  occurrence  of  the  different 
anomalies  are  those  of  Brewer,  Thomson  and  Sel- 
dowitsch,  which  will  be  referred  to  in  connection 
with  our  own  work. 

We  became  interested  in  the  subject  of  accessory 
renal  arteries  after  having  had  a  case  of  very  severe 
post-operative  hemorrhage  from  an  overlooked  in- 
ferior polar  artery  following  a  nephrolithotomy. 
The  bleeding  occurred  after  the  patient's  return  to 
bed,  as  in  Israel's  case. 
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Believing  that  a  knowledge  of  the  frequent  occur- 
rence of  accessory  renal  arteries  should  be  more 
general,  we  desire  to  add  our  observations  as  to  their 
frequency  to  those  of  Brewer,  Seldowitsch  and 
Thomson.  During  the  past  winter,  through  the 
kindness  of  Dr.  Bensley,  of  the  University  of  Chicago, 
Dr.  Ransom,  of  Northwestern  University,  and  Dr. 
White,  of  the  University  of  Illinois,  we  dissected  the 
kidneys  in  one  hundred  cadavers,  i.e.,  two  hundred 
kidneys,  and  made  the  following  observations  as 
to  the  occurrence  of  accessory  renal  arteries: — 

ACCESSORY   RENAL   ARTERIES. 

Number  of  bodies  examined 100 

Accessory  arteries  (true)     Types  1,  2,  3,  5  and  6 28 

Superior  polar  arteries  from  the  single  renal  (pseudo- 
accessory).     Type  7 19 

Percentage  of  true  accessory  arteries 28% 

Percentage  of  normal  renal  arteries 72% 

TYPES   OF   TRUE    ACCESSORY   ARTERIES. 

Type  1.     Two  separate  arteries  from  the  aorta  to  hilum,      14 
(a)  Right,  7;   (b)  left,  5;   (c)  both  sides,  2. 

Type  2.     Inferior  polar  artery  from  the  aorta 7 

(o)  Right,  4;    (b)  left,  2;   (c)  both  sides,  1. 

Type  3.     Superior  polar  artery  from  the  aorta 5 

(o)  Right,  2;    (6)  left,  3. 

Type  4.     Three  renals  from  aorta None 

Type  5.     Four  renals  from  aorta 1 

Type  6.     Accessory  from  iliac  (common  or  external  or 

internal) 1 

Type  7.     Superior   polar   artery    from   a    single    renal 

artery 19 

(o)  Right,  8;   (6)  left,  5;   (c)  both  sides,  6. 

Number  of       Percentage       Percentage 
Kidneys  of  Normal     of  Accessory  Two 

Examined  Arteries  Arteries  Renals 

Thomson                    419  74.4%  25.6%  7-6% 

Brewer                        302  71.9%  28.1%  22  % 

Seldowitsch                300*  82   %  18   %  9  % 

Eisendrath,  Strauss  200  86   %  14   %  7   % 

•  Only  male  cadavers. 
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Three  or 

Ck)mmon 

Superior 

Inferior 

More 

Iliac 

Polar 

Polar 

Renals 

Accessory 

Thomson                    6.9% 

4   % 

4   % 

0.9% 

Brewer                          t 

t 

6.1% 

Seldowitsch                1.3% 

2.7% 

2   % 

Eisendrath,  Strauss  3.5% 

2.5% 

0.5% 

0.5% 

t  Not  mentioned. 

A  comparison  of  these  statistics  shows  that  ab- 
normal, i.e.  accessory,  arteries  occurred  in  about 
twenty-one  per  cent  of  over  twelve  hundred  kidneys. 
In  other  words,  one  can  expect  to  find  such  accessory 
vessels  in  about  one  out  of  five  kidneys.  The  most 
common  form  of  accessory  vessel  is  a  second  renal 
artery  arising  separately  from  the  aorta,  as  shown 
in  Fig.  2.  Next  in  order  of  frequency  are  the  superior 
polar,  the  inferior  polar  and  the  remaining  types 
shown  in  Figs.  3  to  11. 

This  question  of  the  presence  of  supernumerary 
renal  arteries  is  not  only  of  interest  from  an  anatomical 
standpoint,  but  will  be  of  constantly  growing  im- 
portance in  its  bearing  upon  renal  surgery. 

Israel,  Eke  horn,  Mayo  and  Braasch  have  called 
attention  to  the  role  which  an  accessory  artery,  passing 
from  the  aorta  to  the  lower  pole  of  the  kidney,  may 
play  in  the  production  of  hydronephrosis  through 
kinking  of  the  ureter  across  such  an  accessory  vessel. 
The  purpose  of  our  investigations  was  to  direct 
attention  especially  to  the  possibility  of  severe  hemor- 
rhage occurring  from  such  accessory  vessels,  either 
during  the  performance  of  nephrolithotomy,  or  after 
the  patient  has  returned  to  bed.  No  doubt  many 
cases  of  serious  and  in  some  cases  fatal  hemorrhage 
have  been  due  to  bleeding  from  such  accessory 
vessels,  especially  those  passing  to  the  upper  or 
lower  poles.  In  future  it  would  be  advisable,  before 
incising  a  kidney  for  the  removal  of  renal  calculi  or 
performing  a  nephrectomy  for  any  condition,  to 
examine  the  upper  and  lower  poles  and  the  hilum 
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of  the  kidney  for  the  presence  of  any  supernumerary 
arteries.  If  such  vessels  are  found,  it  is  advisable 
to  ligate  them  separately  from  the  main  renal  pedicle. 
So  far  as  our  investigations  show,  the  condition  is 
present  as  often  on  one  side  as  the  other. 


SOME  EXPERIENCE  ON  THE  RENAL  ARTERY. 


V.  D.  LESPINASSE, 

CHICAGO.  ILL. 


These  experiences  were  commenced  last  fall  and 
consist  of  three  different  groups. 

1.  The  dissection  of  the  kidney  free  from  all  its 
attachments  to  the  body  except  the  artery,  vein 
and  ureter.  The  object  of  this  experiment  was  to 
determine  if  the  kidney  would  continue  to  functionate 
sufficiently  to  support  life.  Three  dogs  were  operated 
upon  in  the  following  manner:  Median  abdominal 
incision,  kidney  exposed  and  freed,  then  the  pedicle 
was  carefully  dissected  till  nothing  was  left  but  vein, 
artery  and  ureter.  These  were  carefully  examined 
to  be  sure  all  the  nerves  were  cut.  One  of  these  dogs 
died  of  infection  the  third  day  after  operation.  The 
other  two  healed  up  and  seemed  to  be  all  right,  but 
they  became  mangy  and  were  killed  six  weeks  after 
operation.  The  kidney  showed  no  gross  changes 
except  adhesions  around  them  where  they  had  been 
traumatized.  I  think  these  few  experiments  show 
that  the  kidney  will  functionate  without  its  nerve 
supply.  This  has  been  confirmed  by  Dr.  Carrel,  who 
reports  several  replantations  of  the  kidney,  in  the 
Journal  of  Experimental  Medicine  for  March,  1910. 

2.  The  next  series  of  experiments  were  made  in  the 
following  manner:  One  kidney  was  removed  entirely, 
then  the  artery  to  the  opposite  kidney  was  cut  across 
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and  immediately  anastomosed.  These  dogs  all 
died  within  twenty-four  hours  to  four  days  after 
operation,  except  one  who  lived  one  month  but  finally 
succumed  to  sepsis.  The  autopsy  showed  a  bloody 
peritoneal  fluid  and  dense  adhesions  around  the 
kidney.  The  artery,  as  you  see,  shows  no  sign  of  the 
union,  but  it  does  show  a  marked  roughening  and 
arteritis.  This  group  of  experiments  were  failures, 
in  that  practically  all  of  the  dogs  died  of  shock. 

3.  This  group  was  a  two-stage  operation,  anasto- 
mosis of  the  renal  artery  on  one  side,  and  then  ten 
days  later  the  removal  to  the  opposite  kidney.  In 
this  series  of  cases  all  of  the  dogs  lived.  Hence  we 
see,  if  by  any  cause  the  renal  artery  is  severed  there 
is  no  need  to  remove  the  kidney;  do  an  anastomosis 
on  the  renal  artery  and  re-establish  the  blood  stream. 

Technique.  All  the  blood  vessel  anastomoses  in 
these  experiments  were  done  by  using  magnesium 
rings,  the  detailed  technique  of  which  will  be  pub- 
lished in  the  Journal  of  the  American  Medical  Associa- 
tion. The  renal  artery  is  first  dissected  out,  clamped 
in  two  places,  and  then  cut  across.  An  appropriate 
sized  ring  is  then  slipped  on  each  end  of  the  artery 
and  then  the  ring  sewed  in  place  by  four  sutures  of 
triple  000  silk.  Then  these  two  rings  are  joined 
together  by  silk  or  linen  sutures,  using  four  mattress 
stitches,  of  the  fine  Pagenstacher  linen,  or  better,  B. 
silk.  All  these  sutures  are  heavily  coated  with 
vaseline,  not  as  in  the  suture  methods  with  the  idea 
of  preventing  thrombosis,  but  simply  to  facilitate 
their  slipping  through  the  tissues.  After  they  are 
all  placed  and  ready  to  be  drawn  up,  the  vessel  ends 
are  carefully  washed  out  and  then  the  sutures  are 
drawn  up :  draw  them  just  tight  enough  to  bring  the 
edges  in  firm  opposition,  not  tight  enough  to  cut  the 
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intima.  Remove  the  clamps,  the  distal  one  first,  and 
sew  the  sheaths  of  the  vessel  and  peritoneum  back 
over  it,  and  the  operation  is  finished. 

Concliisions . 

1.  The  technique  of  the  author's  magnesium  ring 
blood  vessel  anastomosis  is  simple. 

2.  It  is  well  within  the  skill  of  the  average  surgeon. 

3.  Its  results  are  good, — ^no  stricture,  no  dilatation 
of  the  blood  vessel. 

4.  Absorption  of  the  magnesium  is  completed  in 
from  sixty  to  one  hundred  days. 

5.  Thrombosis  occurs  very  seldom. 

6.  In  applying  it  to  the  renal  artery  the  chief 
difficulty  is  the  inaccessibility  of  the  vessel  and  its 
short  length. 


REMARKS  ON  MOVABLE    KIDNEY. 

EXPLAINING  THE  USE    OF  A  NON-SAWING  SUTURE. 


W.  T.  ELAM, 
ST.  JOSEPH.   MO. 


In  calling  the  attention  of  this  body  to  this  subject 
the  author  does  so  with  a  feeling  that  by  some  means 
this  particular  feature  of  urology  has  been  allowed  to 
drift  by  default  into  the  hands  of  the  gynecologic, 
abdominal,  and  general  surgeon,  and  that  the  con- 
fusion which  apparently  exists  as  regards  the  in- 
dication for,  as  well  as  the  results  of,  the  various 
methods  of  treatment,  has  been  largely  due  to  the 
fact  that  those  doing  this  work  are,  as  a  rule,  not 
specially  qualified  in  renal  surgery.  Incidentally  his 
purpose  is  to  explain  a  method  of  applying  a  suture 
in  the  performance  of  nephropexy  which  has  served 
him  well  during  the  last  decade. 

In  classifying  movable  kidney  it  would  seem  that 
no  hard-and-fast  lines  based  upon  the  degree  of 
mobility  and  ptosis  can  be  drawn,  especially  in 
relation  to  symptoms,  as  it  is  well  known  that  normally 
poised  kidneys  are  more  or  less  movable,  and  that 
kidneys  which  are  freely  movable  in  all  directions 
and  palpable  throughout  their  whole  extent,  ofttimes 
do  not  give  rise  to  symptoms,  while  kidneys  movable 
and  palpable  only  to  a  moderate  degree  not  in- 
frequently produce  the  most  profound  disturbance. 

Movable  kidney  occurs  about  seven  times  more 
often  in  women  than  in  men.     According  to  Noble 
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it  is  found  in  twenty- five  per  cent  of  women  presenting 
themselves  for  gynecologic  examination,  while  Harris 
found  seventy-one  affected  in  one  hundred  and 
twenty-six  examinations.  The  comparative  fre- 
quency in  the  sexes  points  conclusively  to  the  fact 
that  anatomic,  physiologic,  and  hygienic  features 
play  an  important  part  as  predisposing,  if  not  as 
exciting  causes,  in  the  development  of  abnormal 
kidney  mobility;  while  trauma,  tumors,  calculi, 
enteroptosis,  emaciation,  and  absorption  of  peri- 
renal fat,  will  cover  all  the  other  factors  concerned 
in  its  production.  Hahn  believes  pregnancy  to  be 
the  most  frequent  cause,  mentioning  trauma  as  the 
next  most  important  factor.  In  sixty-nine  women 
that  had  borne  children  he  found  sixteen  had  movable 
or  floating  kidney,  while  in  thirty-one  that  had  not 
borne  children,  none  were  found.  Harris  found  in  a 
hundred  and  seven  cases  of  movable  kidney  that 
fifty-two  had  not  borne  children,  while  fifty-three  had 
borne  one  or  more.  He  therefore  contends  that 
certain  anatomic  forms  are  more  important  as 
predisposing  to  movable  kidney  than  pregnancy. 
Chandler,  Longyear,  and  others  report  cases  found 
in  connection  with,  depending  upon,  or  producing, 
colonic,  or  general  visceral  ptosis.  Hough  ten,  Schaad, 
and  others  report  cases  due  to  trauma.  Houghten's 
case  was  complicated  by  rupture  of  the  right  lobe 
of  the  liver.  In  the  literature  we  find  so  many  cases 
in  which  reference  is  made  to  the  influence  of  dress, 
lacing,  straining  due  to  constipation,  etc.,  that  one 
cannot  satisfy  their  minds  that  these  features  are  not 
contributary  factors.  A  detailed  resume  of  the  cases 
handled  by  me  during  the  past  few  years  supports 
nearly  all  of  the  above  claims. 

The  symptomtology  will  vary  with  the  individual 
case  in  proportion  to  the  involvement  of  the  kidney 
itself,  its  effect  on  adjacent  organs,  or  its  coexistence 
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with  enteroptosis,  cholecystitis,  or  the  neuroses, 
whether  these  develop  as  a  result,  or  exist  previous  to, 
or  independent  of,  the  kidney  ptosis. 

Symptoms  directly  referable  to  the  kidney  itself 
are  manifested  in  two  ways,  first,  by  pain  varying 
from  a  dull  ache,  congestive  in  character,  to  the  acute 
paroxismal  pain  due  either  to  twisting  or  kinking 
of  the  ureter,  or  to  torsion  of  the  vascular  pedicle,  or 
both ;  and  second,  those  features  shown  by  urinalysis 
in  which  the  quantity  of  urine  is  intermittently  or 
continuously  diminished,  either  with  or  without 
albumen  and  casts.  If  the  quantity  of  urine  is 
decreased  during  the  day  but  increased  at  night,  one 
has  a  right,  previous  knowledge  of  a  movable  kidney 
having  been  gained  by  palpation,  to  conclude  that 
a  partial  or  complete  hydronephrosis  exists  during 
the  day  when  the  patient  is  up  and  about,  and  that 
the  ureteral  kink  or  twist  is  relieved  by  the  kidney 
slipping  back  into  position  when  the  patient  assumes 
a  recumbent  posture.  If  albumen  and  casts  are 
present,  structural  changes  in  the  kidney  have  taken 
place. 

The  gastric  and  intestinal  symptoms  may  be  either 
acute  or  chronic.  The  acute  symptoms  are  colicky 
pains,  abdominal  tenderness,  nausea,  and  vomiting, 
and  may  be  due  to  reflex  disturbance,  to  sudden 
stopping  of  elimination,  thus  producing  an  acute 
toxicosis,  or  to  mechanical  obstruction  resulting 
from  traction  upon  the  duodenum,  or  as  a  result  of 
pressure  exerted  on  the  colon  or  upon  the  cecum. 
They  are  precipitated  by  torsion  of  the  pedicle,  by 
ureteral  kink,  or  acute  congestion  of  the  ptosed  kidney. 
The  chronic  symptoms  are  more  or  less  pain  in 
the  stomach,  loss  of  appetite,  indigestion,  flatulence, 
constipation,  or,  rarely,  diarrhoea.  These  may  be 
due  in  part  to  traction  upon  the  second  portion  of  the 
duodenum  resulting  in  a  more  or  less  difficult  empty- 
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ing  of  the  stomach  contents,  to  twisting  or  traction 
on  the  common  duct    interfering  with  the  passage 
of  bile  into  the  intestine,  to  a  reflex  inhibition,  or  to 
chronic  toxicosis  due  to  disturbed  urinary  excretion. 
In  either  or  both  of  these  conditions  gall  bladder 
or  duct  involvement  is  likely  to  exist,  adding  jaundice 
with  its  train  of  symptoms  to  the  above.     I  do  not 
care  to  be  understood  as  claiming  that  all  the  gastro- 
intestinal symptoms  found  in  cases  where  movable 
kidney  is  present  are  due  at  all  times  to  the  ptosis. 
In   truth,   the   gastro-intestinal  and  biliary  catarrh 
might  have  existed  before  the  kidney  became  dis- 
placed,  and  through   the   disturbance   of   nutrition 
arising  therefrom  might  have  caused  the  emaciation 
which  admitted  of  the  renal  mobility.     However  that 
may  be,  when  the  mobility  and  ptosis  reach  the  point 
of  producing  any  symptoms  at  all,  those  arising  from 
the   pre-existing  stomach   and   gall  bladder  disease 
are  made  more  prominent  and  rendered  less  amenable 
to  treatment  as  a  result  of  the  kidney  displacement. 
Great  stress  has  been  laid  by  many  writers  on  the 
nervous  symptoms,  and  it  is  not  a  great  stretch  of 
imagination  for  one  to  see  how  one  person  or  another 
with  a  disposition  to  this  or  that  nervous  disturbance 
might  as  a  result  of  the   toxicosis,  or  from  a  true 
reflex  due  to   a  displaced  kidney   dragging  on   its 
pedicle,  or  by  pressing  upon  hypersensitive  nerves, 
produce  all  the  varied  nervous  phenomena  that  have 
been  attributed  to  it.    Patients  suffering  with  movable 
kidney    might    very    properly    have    any    nervous 
manifestation  which  might  not  depend  for  its  exis- 
tence upon  the  renal  mobility,  or  ptosis.    More  care 
should  be  exercised  in  the  degree  of  relief  promised 
this  class  of  patients  than  in  any  other.    The  vascular 
disturbance,  which  so  often  accompanies  this  condi- 
tion, needs  mention  only  to  be  admitted  as  probable. 
The  diagnosis  of  movable  kidney  is  comparatively 


187 

easy.  Ofttimes  it  is  found  when  the  abdomen  is 
being  palpated  for  some  other  preconceived  trouble. 
Not  infrequently  it  is  located  by  the  patient  herself, 
who,  feeling  about  to  find  the  cause  for  the  dull  aching 
or  dragging  pain  in  the  abdomen,  side,  or  loin,  dis- 
covers a  movable  tumor.  Most  examiners  pass  the 
fingers  of  their  left  hand  back,  well  up  into  the  angle 
formed  by  the  twelfth  rib  and  the  lumbar  muscles, 
then  palpate  the  front  of  the  abdomen  with  their 
right  hand.  If  a  movable  tumor  is  found  the  thumb 
of  the  left  hand  can,  in  most  instances,  be  made  to 
compress  the  abdomen  from  in  front,  the  fingers 
pressing  upwards  from  behind  in  the  above  mentioned 
angle,  thus  excluding  the  tumor  from  the  kidney 
fossa  and  to  a  certain  extent  immobilizing  it,  thereby 
enabling  the  examiner  to  palpate  the  tumor  and 
determine  its  shape.  Then,  by  grasping  it  between 
the  two  hands  the  range  of  mobility  can  be  deter- 
mined, and  ofttimes  the  renal  artery  can  be  felt 
pulsating.  Compression  from  above  downward  and 
from  behind  forward,  with  traction,  elicits  a  sickening 
sensation  and  results  in  the  kidney  slipping  suddenly 
through  the  hands  back  into  the  kidney  fossa.  These 
manipulations  can  and  should  be  made  first  in  one 
position,  then  another.  Ballottement  can  usually  be 
secured  and  is  to  my  mind  an  important  diagnostic 
aid  in  differentiating  movable  kidney  from  other 
tumors  likely  to  be  found  in  the  upper  or  midabdomen. 
Colonic  distension  may  be  thought  to  be  necessary 
by  some.  I  confess  to  using  it  twice  some  years  ago, 
but  of  late  have  not  felt  the  need  of  this  method. 

In  this  as  in  other  surgical  conditions,  differences 
of  opinion  prevail  as  to  methods  of  treatment,  and 
as  to  results.  One  surgeon  will  claim  that  corsets, 
pads,  trusses,  or  bandages  are  attended  by  better 
results  than  the  permanent  fixing  of  the  kidney  in  its 
normal   position,    while   another  will    take    exactly 
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the  opposite  position.  Treves  advocates  a  spring 
truss  support,  claiming  that  you  not  only  get  sympto- 
matic relief,  but  that  as  a  result  of  the  improved 
nutrition  the  perinephritic  fat  is  increased  and  the 
kidney  thereby  frequently  retained  in  its  normal 
position.  Although  advocating  that  form  of  treat- 
ment he  questions  the  existence  of  the  lesion.  Aaron 
(Am.  Med.,  August  6, 1905,)  supports  the  non-operative 
view  as  a  result  of  studying  over  six  hundred  cases 
in  which  he  used  a  properly  fitting  bandage.  On 
the  other  hand  Allison  {A.  M.  A.  Jour.,  July  1,  1905,) 
refers  to  the  position  of  Treves  and  asks,  "Is  it  [mov- 
able kidney]  a  surgical  lesion?  If  so,  how  is  it  best 
corrected?"  His  conclusions  are  definitely  in  favor 
of  operative  methods.  F.  W.  McCrea,  in  a  paper 
read  before  the  eighteenth  annual  meeting  of  the 
Southern  Surgical  and  Gynecological  Association  at 
Louisville,  December,  1905,  argues  for  surgical 
intervention,  rather  than  for  supports  by  bandages, 
corsets,  etc.,  especially  in  selected  cases.  He  also 
emphasizes  the  necessity  for  recognizing  associated 
pathologic  lesions.  A  more  extended  reference  to 
the  literature  would  consume  time,  I  fear  to  no  pur- 
pose, as  I  take  it  the  above  are  sufficient  to  show 
that  there  appears  to  be  two  sides  to  the  question  of 
treatment. 

In  thirty  cases  in  which  diagnosis  of  movable 
kidney  was  made  by  the  author  during  the  last 
decade,  five  occurred  in  men  and  twenty- five  in 
women.  Vocation,  or  rather,  work  that  required 
frequent  stooping,  bending,  and  oft-repeated  strain- 
ing contractions  of  the  abdominal  muscles,  appears 
to  have  acted  as  an  important  factor  in  the  pro- 
duction of  renal  mobility  in  the  males.  Emaciation 
with  the  above  added  was  present  in  two  of  the  five 
cases;  one  was  an  express  messenger,  had  been  for 
years,  but  had  been  ill  and  had  lost  flesh  during 
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the  few  months  previous  to  examination;  another 
was  a  brick  mason,  who  had  been  confined  to  his  bed, 
the  result  of  blood  poisoning  and  severe  hemorrhage, 
for  several  weeks  prior  to  a  hard  summer's  work; 
the  third  was  a  laborer,  the  fourth  a  carpenter,  the 
fifth  a  drayman.  Of  the  twenty-five  women,  twelve 
were  married.  Of  these,  six  had  borne  and  reared 
rather  large  families  of  children,  and  four,  being  of  a 
thrifty  German  disposition,  had  been  hard  workers. 
The  other  six  had  not  borne  children,  although  two 
gave  a  history  of  two  or  more  abortions.  The  other 
four  had  never  been  pregnant.  Of  the  thirteen  single 
women  little  can  be  gleaned  from  vocation.  One 
was  a  milliner,  another  a  stenographer,  another  a 
pianist,  another  a  factory  girl;  four  lived  at  home 
on  farms,  another  was  a  saleswoman,  and  four  lived 
at  home  in  the  city  without  any  active  employment. 
Of  this  entire  thirteen  all  may  be  said  to  have  been 
of  that  peculiar  anatomical  type  in  which  the  spinal 
curves  are  distinctly  reduced,  a  predisposing  factor 
which  I  believe  to  be  of  much  importance.  Of  the 
entire  thirty,  sixteen,  all  women,  submitted  to 
nephropexy.  A  careful  exclusion  of  previous  sto- 
machic and  nervous  involvement  was  made.  In  all 
recovery  and  relief  of  symptoms  was  prompt  and 
satisfactory.  In  one  case  the  kidney  was  completely 
turned  over  in  a  manner  that  allowed  the  anterior 
border  to  present  in  the  wound.  The  fat  which 
surrounds  the  hilum  was  thought  to  be  the  peri- 
nephritic  fatty  capsule,  and  I  snipped  into  it  -with  a 
pair  of  scissors  and  found  to  my  surprise  that  I  had 
cut  the  ureter  at  its  junction  with  the  pelvis  of  the 
kidney.  Immediate  implantation  of  the  distal  end 
of  the  ureter  into  the  pelvis  of  the  kidney  was  done, 
with  the  result  that  within  two  days  thereafter  a 
normal  amount  of  urine  was  being  passed  per  bladder, 
although  on  the  second  and  fourth  days  there  was  a 
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slight  amount  passed  out  of  a  drainage  tube  in  the 
wound.  After  the  fourth  day  urine  ceased  to  show- 
up  through  the  wound,  and  the  patient  progressed 
nicely  until  the  eve  of  the  ninth  day,  at  which  time 
she  began  to  complain  of  severe  pain  in  the  fixed  right 
kidney,  with  a  temperature  of  103°  F.  Examination 
showed  the  kidney  much  enlarged  and  extremely 
tender,  and  although  it  was  near  6  p.  m.  I  immedi- 
ately sent  her  to  the  operating  room  and  made  a 
nephrectomy.  Patient  made  a  fine  recovery  and 
has  been  completely  relieved  of  all  symptoms. 
Kidney  was  found  to  present  evidence  of  acute  in- 
fection. Of  the  other  fourteen  cases  nine,  including 
the  five  men,  for  one  reason  or  another,  have  thus  far 
deferred  or  refused  operation.  Three  of  the  other 
five  were  advised  that  operation  would  replace  the 
kidney  but  would  not  relieve  nervous  symptoms 
which  had  existed  practically  since  birth,  and  the 
predisposition  to  which  had  been  inherited.  The 
other  two  had  a  general  enteroptosis.  Abdominal 
binders  with  pads  were  used  in  some  cases,  properly 
fitting  trusses  in  others.  As  long  as  these  devices 
were  worn  and  kept  properly  adjusted  they  gave 
comparative  relief.  In  hot  weather  patients  com- 
plain and  finally  lay  them  aside.  Of  the  fourteen 
thus  handled  I  do  not  know  of  one  that  has  been 
cured. 

It  would  seem  that  argument  would  be  unnecessary 
in  favor  of  nephropexy,  providing  one  can  clearly 
and  definitely  convict  the  kidney  of  producing  the 
symptoms.  To  do  this  one  must  inquire  carefully 
as  to  the  existence  of  symptoms  prior  to  a  kidney 
displacement,  and  make  a  rigid  investigation  as  to  the 
coincident  existence  of  disease  and  ptosis  of  other 
organs.  These  points  settled,  the  indications  appear 
clear  in  favor  of  that  method  which  will  immediately 
correct  the  conditions. 
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In  performing  nephrorrhaphy  the  author's  technic 
differs  in  no  material  way  from  that  of  other  operators 
except  in  the  placing  of  the  kidney  sutures.  The 
unsuccessful  attempts  to  satisfactorily  anchor  the 
kidney,  reported  by  various  surgeons,  we  believe  to  be 
due  to  the  fact  that  ofttimes  the  sutures  cut  or  saw 
out  of  the  flaps.  It  occurred  to  me  that  by  tying 
the  sutures  at  the  angles  made  by  the  emergence  of 
the  needle  when  first  introduced  (see  steps  1  and  2  of 
illustrations)  and  the  longitudinal  portion  of  the 
suture,  as  well  as  at  the  entrance  of  the  needle  when 
introduced  on  its  final  return  (see  steps  4  and  5),  I 
could  thus  secure  a  stationary  and  non-sawing 
suture.  I  have  used  this  suture  in  fifteen  of  my 
sixteen  cases  and  have  never  had  a  return.  That 
it  might  be  better  understood  I  present  herewith 
cuts  showing  the  different  steps  of  introducing  suture. 

Careful  scrutiny  of  the  statistics  and  literature 
appear  to  warrant  the  following  conclusions: — 

1.  Sex  (female)  predisposes  to  this  condition. 

2.  Certain  anatomic  forms  are  more  frequently 
involved,  due  to  diminished  spinal  curves  and  shallow 
renal  fossae. 

3.  The  combination  of  pregnancy  and  hard  work 
seem  to  be  frequent  operative  causes. 

4.  Certain  forms  of  labor,  especially  if  performed 
following  weakened  or  during  emaciated  conditions, 
incline  to  abnormal  renal  mobility. 

5.  Uncomplicated  cases  are  certainly  operative, 
as  nephropexy  will  unquestionably  relieve  the  symp- 
toms produced  by  a  ptosed  and  movable  kidney, 
and  may  even  admit  of  reaction  of  a  kidney  in  which 
structural  changes  are  beginning. 

6.  Nephropexy  will  not  relieve  symptoms  due 
to  a  previously  existing  gastro  or  enteroptosis. 
Neither  will  it  relieve  previously  existing  stomachic, 
gall  bladder,  or  nervous  disease. 
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7.  Failure  to  relieve  symptoms  by  nephropexy 
may  be  due  to  the  fact  that  the  symptoms  were  not 
occasioned  by  the  kidney  displacement,  or  to  recur- 
rence, which  ofttimes  occurs  when  sutures  are  so 
placed  that  they  can  cut  through  the  flaps  or  kidney 
substance. 

8.  When  structural  changes  beyond  repair  in  the 
displaced  kidney  alone  are  known  to  have  taken  place 
nephrectomy  is  indicated. 
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DISCUSSION 

OF  PAPERS  OF   DRS.  EISENDRATH,  LESPINASSE   AND   ELAM. 

Dr.  Henry  Jacobson  of  St.  Louis,  Mo.:  I  wish  to  speak 
about  Dr.  Eisendrath's  cases.  At  the  last  meeting  of  the 
French  Urological  Association  in  Paris  in  1909,  Dr.  Papin 
reports  that  he  found  twenty  per  cent  of  additional  renal 
arteries.  Eighty-two  cases  were  examined.  Of  these  sixty- 
two  had  two  arteries,  eleven  had  three,  and  one  patient  had 
four  arteries,  the  last  one  coming  from  the  iliac  artery.  They 
sometimes  went  to  the  upper  pole,  sometimes  to  the  lower. 
Paslen  found  abnormal  additional  renal  arteries  three  times. 
One  was  found  in  doing  a  nephrectomy.  There  was  excessive 
hemorrhage  from  the  upper  pole,  and  on  investigation  he 
found  an  additional  artery  going  to  this  part  of  the  kidney. 
In  another  case  he  was  doing  a  nephrolithotomy  and  found 
two  arteries,  the  additional  artery  going  into  the  lower  pole. 
Desnos,  while  doing  a  decapsulation,  encountered  excessive 
hemorrhage  and  found  two  arteries,  one  placed  naturally 
and  the  other  going  to  the  upper  pole.  Orrison  reports  a 
patient  on  which  he  operated  for  anuria.  Profuse  hemorrhage 
took  place  which  he  could  not  check,  and  the  patient  died. 
On  post-mortem  examination  he  found  six  arteries,  one  going 
to  the  upper  pole,  and  the  other  five  into  the  anterior  pelvic 
situation. 

Dr.  EISENDRATH  in  closing:  Dr.  Jacobson  mentioned  this 
paper  to  me  last  night.  Unfortunately,  I  overlooked  it. 
I  have  always  hated  to  acknowledge  that  the  French  were 
ahead  of  us,  but  it  appears  that  they  are.  There  were  certain 
things  in  going  over  this  subject  that  we  could  not  lay  stress 
enough  upon.  One  is  the  great  importance  of  these  accessory 
arteries  in  connection  with  post-operative  hemorrhage. 

Dr.  V.  D.  LESPINASSE:  The  sutures  joining  the  ends  of  the 

artery  to  the  ring  come  between  the  two  rings  in  the  final 
step  of  the  operation,  hence  they  must  be  very  small  and 
occupy  no  appreciable  space.  Catgut  is  too  large,  and  its 
knots  too  uncertain  for  use  in  this  work.  In  the  larger 
vessels  I  am  not  sewing  the  vessel  to  the  ring  primarily.  The 
only  sutures  I  pass  are  the  four  mattress  sutures  of  B  silk. 
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Dr.  LeSPINASSE  in  closing:  Though  I  have  not  used  it,  I 
think  this  technique  would  be  applicable  to  any  aseptic  tube. 
Of  course,  the  one  that  would  interest  us  is  the  ureter.  I 
think  in  the  case  of  the  ureter  it  would  work  without  any 
leakage  of  urine.  The  present  methods  of  turning  it  in  tend 
to  cause  stricture.  In  this  procedure  we  turn  it  out,  and 
there  is  no  tendency  to  stricture.  We  might  even  stretch  it 
and  make  it  a  little  bigger  if  it  were  desired. 


RECENT  DEVELOPMENTS  IN  PYELOGRAPHY. 


WILLIAM    F.    BRAASCH, 
ROCHESTER,  MINN. 


Pyelography  is  not  a  new  subject.  The  idea  of 
injecting  a  substance  which  is  impenetrable  to  the 
Roentgen  ray  into  the  different  parts  of  the  urinary 
tract  has  for  a  long  time  been  suggested  by  various 
observers.  To  Prof.  Voelcker  of  Heidelberg  must 
be  given  the  credit  of  first  demonstrating  a  radiogram 
of  an  injected  renal  pelvis  in  the  living,  and  calling 
attention  to  some  of  the  possibilities  of  the  method. 
For  some  reason  the  method  did  not  arouse  any 
general  interest  and  nothing  more  was  heard  from 
it  until  within  the  last  year  or  two.  As  far  as  I  have 
observed,  the  plates  that  had  been  published  at  the 
time  I  commenced  my  investigations,  almost  two 
years  ago,  showed  no  other  condition  than  that 
of  the  normal  pelvis  and  hydronephrosis.  In  a  paper 
read  before  the  United  States  Clinical  Surgical 
Society  last  October,  and  published  in  the  Annals 
of  Surgery,  April,  1910,  I  was  able  to  demonstrate 
plates  showing  a  variety  of  conditions  in  the  urinary 
tract,  and  bringing  out  various  associated  data. 
Recognizing  the  practical  value  of  the  method,  we 
have  since  been  employing  it  at  St.  Mary's  Hospital 
almost  daily.  The  plates  I  intend  to  show  to  you 
will  be  selected  from  several  hundred  collargol 
radiographs  that  we  have  made  so  far. 

Technic.  Following  the  suggestion  of  Voelcker, 
we  have  used  collargol  as  the  injected  medium  in 
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most  of  our  plates.  The  silver  salt  casts  a  definite 
shadow  and,  furthermore,  has  the  advantage  that  it 
can  be  used  in  weak  solutions;  even  as  low  as  two 
per  cent  will  often  outline  the  renal  pelvis  quite 
clearly.  It  can  be  injected  without  fear  of  harmful 
results.  That  it  is  a  non-irritant  is  shown  by  its  well- 
known  use  in  the  intravenous  injections  with  septi- 
cemia. At  operations  we  have  repeatedly  found 
collargol  retained  in  the  pelvis  of  the  patients  into 
whom  it  had  been  injected  several  weeks  before.  It 
seldom  causes  more  than  a  slight  temporary  irritation 
when  injected.  It  does  not  interfere  with  primary 
union  in  operation  wounds.  We  have  usually  used  a 
ten  or  fifteen  per  cent  solution,  although  a  five  per 
cent  solution  suffices  to  cast  a  fair  shadow.  The 
stronger  solutions  generally  cast  a  denser  shadow, 
and  retaining  fluids  in  a  dilated  pelvis  will  often 
dilate  even  a  fifteen  per  cent  solution  considerably. 
The  amount  injected  will,  of  course,  depend  upon  the 
size  of  the  pelvis,  a  large  hydronephrosis  containing 
several  ounces  without  harm. 

The  Normal  Pelvis.  The  normal  pelvis  will  vary 
much  in  size  and  contour,  as  I  have  described  previ- 
ously. In  fact,  in  order  to  correctly  interpret  ab- 
normality of  the  pelvic  outline,  one  must  become 
familiar  with  the  wide  range  of  pelvic  contour. 
Marked  colic,  brought  on  by  over-distension,  will 
cause  contracture  of  the  pelvis  and  only  a  small 
slit  may  remain,  but  this  does  not  occur  often  with 
the  surgical  dilation.  As  a  rule,  a  severe  colic  can  be 
obviated  by  very  carefully  injecting  the  fluid.  The 
best  outline  can  be  obtained  by  injecting  the  fluid 
while  the  radiograph  is  being  made.  Without  going 
more  fully  into  the  subject,  I  will  show  two  extremes 
in  the  pelvic  contour.  Both  were  made  in  females 
with  indefinite  tumors  in  the  right   hypochondrium 
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which  at  operation  proved  to  be  due  to  distended 
gall  bladder,  while  the  kidneys  were  found  normal. 

Plate  I  shows  the  slit-like  pelvis  in  a  normal 
kidney  obtained  immediately  after  injecting  3  c.c. 
of  collargol,  which  caused  a  severe  colic  and  which 
might  easily  be  interpreted  as  the  remnant  of  a  pelvis 
encroached  upon  by  surrounding  tumor  tissue. 

Plate  II  shows  a  large  pelvis  in  a  normal  kidney 
with  a  content  of  18  c.c.  The  pelvis,  while  of  fair  size, 
was  not  found  abnormally  large  nor  pathologic 
in  any  way.  This  is  one  of  several  plates  which  we 
have,  showing  a  large  normal  pelvis  containing  be- 
tween 15  and  25  c.c.  of  collargol. 

As  I  have  already  stated,  the  over-distension 
method  is,  if  correctly  employed,  most  accurate  in 
determining  the  existence  and  extent  of  a  dilated 
pelvis,  providing  that  the  catheter  is  able  to  pass 
the  etiological  ureteral  obstruction.  However,  it  is 
always  more  satisfactory  and  of  great  confirmatory 
value,  at  least,  to  visibly  demonstrate  the  dilatation. 
Furthermore,  when  the  catheter  meets  an  impassable 
obstruction,  enough  collargol  can  frequently  be 
injected  past  the  constriction  to  outline  the  pelvic 
enlargement  quite  definitely.  Plate  III  illustrates 
a  moderate  pelvis  outlined  under  such  conditions. 
With  the  over-distension  method  the  condition 
could  not  be  demonstrated  because  of  the  immediate 
return  flow  of  most  of  the  injected  fluid.  On  the 
other  hand,  there  are  undoubtedly  hydronephroses 
which  will  not  appear  as  such  in  the  injected  radio- 
graph. Particularly  is  this  so  when  the  dilatation  is 
largely  confined  within  the  contour  of  the  kidney, 
where  for  some  reason  the  free  pelvic  wall  did  not 
readily  yield.  This  is  graphically  illustrated  in 
Plate  IV. 

Tumor  Deformity.     On  account  of  the  wide  varia- 
tion in  size  and  shape  of  the  normal  renopelvic  outline. 
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we  must  be  careful  in  interpreting  a  pelvic  outline  as 
pathologic.  As  I  have  previously  stated,  deformity 
in  the  renal  pelvis  caused  by  tumor  will  result  from 
retraction  of  its  whole,  or,  part  of  the  tumor  tissue, 
or  from  encroachment  of  the  tumor  in  the  pelvic 
space.  Wilson  has  demonstrated  that  in  most  renal 
neoplasms  a  marked  deformity  of  the  renal  pelvis 
is  visible  in  a  cross-section.  In  a  previous  paper  I 
published  two  collargol  plates  showing  this  deformity 
prior  to  operation.  Naturally,  the  pelvic  outline 
must  vary  widely  from  the  normal  in  order  to  be 
recognized  as  a  deformity.  In  case  of  tumor  retrac- 
tion the  pelvis  may  be  irregularly  large,  or  a  single 
calyx  may  be  distended  and  retracted  even  three 
or  four  inches;  again,  the  pelvis  at  the  uretero-pelvic 
juncture  may  be  abnormally  broad  or  square  in  out- 
line. In  case  of  tumor  encroachment  but  very  little 
of  the  pelvic  space  must  remain  in  order  to  be  able 
to  recognize  actual  deformity,  possibly  one  or  two 
thin  streaks,  or,  if  the  pelvis  space  is  obliterated  by 
the  tumor,  nothing  would  be  visible  except  the 
collargol  within  the  adjacent  catheter.  In  the  plate 
to  be  demonstrated  (Plate  V),  two  thin  streaks, 
one  on  either  side  of  the  encroaching  tumor,  show 
all  that  is  left  of  the  pelvis.  However,  it  will  not  be 
possible  to  make  a  radiographic  demonstration  of 
distinct  pelvic  deformity  in  every  renal  neoplasm. 
A  large  number,  possibly  a  third,  will  not  have 
enough  deformity  to  be  of  diagnostic  value.  Again, 
because  of  obstruction  to  the  ureteral  catheter  from 
various  abnormalities  in  the  course  of  the  ureter, 
external  pressure,  or  even  ureteric  metastasis,  it 
will  often  be  found  to  be  impossible  to  reach  the 
pelvis  with  the  injected  fluid.  To  secure  the  best 
results  it  has  been  our  experience  that  one  should 
employ  a  fairly  stiff  catheter  of  as  large  a  calibre  as 
possible,  and  radiograph  while  injecting  the  collargol. 
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Localization  of  Renal  Shadows.  While  it  is  true 
that  with  the  best  of  radiographic  technic  and 
apparatus,  the  kidney  shadow  can  very  often  be 
fairly  well  outlined,  nevertheless,  in  the  course  of 
routine  examination,  for  various  technical  reasons, 
it  will  frequently  happen  that  the  renal  outline  will 
be  quite  indefinite  or  will  not  show  at  all.  Further- 
more, distended  gall  bladders,  large  abnormal  livers, 
abdominal  tumors,  a  large  fatty  capsule,  etc.,  often 
obscure  the  kidney  shadow  and  give  misleading 
ideas  of  the  exact  outline  and  position.  While  it  is 
very  often  possible  to  approximately  localize  renal 
stones  in  the  kidney  shadow  if  well  defined,  we  have 
found  that  it  can  be  done  more  accurately  with  the 
aid  of  collargol.  A  small  stone  deep  in  a  calyx  may 
in  the  unaided  radiograph  appear  to  be  in  the  cortex, 
while  in  the  collargol  plate  the  cortical  stone  should 
usually  be  seen  quite  distinct  from  the  pelvic  shadow 
and  its  relative  position  in  the  parenchyma  quite 
accurately  ascertained.  Pelvic  stones  will  either  be 
obscured  entirely  by  the  collargol  shadow,  or  show 
faintly  through  it.  It  is  true  that  cortical  stones  just 
beyond  a  calyx  may,  in  exceptional  cases,  appear  to 
be  continuous  with  the  calyx  shadow  and  in  it. 
Furthermore,  dilated  ends  of  calyces  may  appear 
detached  and  may  simulate  cortical  stones.  Never- 
theless, in  most  cases  the  stone  can  be  quite  definitely 
localized  by  means  of  the  injected  radiograph,  much 
to  the  aid  of  the  operator. 

Differentiation  of  Extrarenal  Shadows.  Although 
the  extrarenal  shadows  can  usually  be  identified 
as  such,  it  is  sometimes  difficult  to  do  so.  The  rela- 
tion of  the  injected  renal  pelvis  to  a  neighboring 
shadow  is  often  an  aid  to  its  identification.  This  is 
particularly  true  in  the  differentiation  of  gallstone 
shadows.  With  the  development  of  radiographic 
technic  gallstone  shadows  are  now  being  fovmd  more 
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frequently.  Peculiarities  in  the  shadow  will  often 
help  us  to  identify  them.  When  in  the  normal 
position  the  distance  between  the  gallstone  shadow 
and  the  injected  renal  pelvis  should  usually  identify 
them  as  being  extrarenal.  However,  when  the  gall 
bladder  lies  low  and  overlaps  the  kidney  area,  gall- 
stone shadows  appear  to  be  intrarenal.  Nevertheless, 
peculiarities  in  their  relation  to  the  injected  pelvis, 
together  with  cystoscopic  data,  should  suffice  to 
identify  them  in  most  instances.  We  have  recently 
been  endeavoring  to  employ  stereoscopic  collargol 
radiographs  in  their  differentiation. 

Ureteral  Obstruction.  Obstruction  to  the  ureteral 
catheter  may  be  physiological,  and  difficult  to  differ- 
entiate clinically  from  the  pathological.  An  actual 
obstruction  which  occludes  enough  of  the  ureteral 
lumen  to  hinder  the  passage  of  the  catheter,  usually 
causes  enough  urinary  retention  to  produce  more  or 
less  dilation  of  the  renal  pelvis  and  ureter  above. 
This  can  be  frequently  demonstrated  in  a  collargol 
radiograph.  Particularly  is  this  method  available 
in  the  diagnosis  of  ureteral  stone  which,  even  with 
the  best  technic,  will  occasionally  be  missed  by  the 
radiograph.  At  times  the  obstruction  is  such  that 
not  even  enough  of  the  injected  medium  can  get 
by  to  cast  a  shadow.  However,  more  often  enough 
can  be  forced  by  to  outline  the  parts  above,  even 
though  the  catheter  itself  be  blocked.  Should  the 
catheter  pass  the  obstruction,  in  order  to  demonstrate 
the  ureteral  dilatation  as  well,  it  is  advisable  to  with- 
draw the  catheter  almost  to  the  obstruction  and 
then  inject. 

Solitary  Kidney.  The  pelvic  outline  in  solitary 
kidney  may  be  of  diagnostic  value.  In  a  plate 
previously  published,  I  demonstrated  the  pelvis  of 
a  congenital  solitary  kidney.  The  pelvis  was  shown 
to  be  about  twice  the  usual  size,  but  with  normal 


Plate  I. 
Shows  normal  pelvis  in  a  kidney  with  active  colic. 


Plate  II. 
Shows  the  normal  pehns  containing  18  cc. 


Plate  III. 
Moderate  hydronephrosis. 


Plate  IV. 
Intra-renal  hydronephrosis. 


Plate  V. 

Tumor  deformity  of  the  pelvis- 
Post-operative  specimen 


Plate  VI. 
Tumor  deformity  of  the  pelvis. 


Plate  VII. 
Localization  of  renal  stones  and  hydronephosis. 


Plate  VIll. 
Localization  of  stone  hydronephrosis  and  hydro-vireter. 


Plate  IX. 
Hydronephrosis  and  hydro-ureter. 


Plate  X. 
Congenital  solitary  kidney. 


Plate  XI. 
Acquired  solitary  kidney. 


Plate  XII. 
Tuberculovis  pj-onephrosis. 


Plate  XIII. 
Gall-stone  differentiation. 


Plate  XIV. 
Cystic  kidney. 


Plate  XV. 
Shows  pelvis  of  a  cystic  kidney. 
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appearing  calyces.  On  exploration  the  actual  size 
of  the  pelvis  was  found  to  be  commensurate  with  the 
hypertrophied  renal  parenchyma.  An  acquired 
solitary  kidney,  on  the  other  hand,  when  the  other 
kidney  becomes  functionless,  will  show  a  pelvis 
normal  in  size  and  contour.  The  parenchyma  may 
be  double  its  normal  size,  but  the  pelvis  remains  as 
it  was  before.  The  plate  before  you  shows  such  a 
pelvis  in  a  single  kidney,  the  other  kidney  having 
been  destroyed  by  a  tuberculous  autonephrectomy 
ten  years  before.  It  is  of  interest  that  neither  of  the 
two  cases  showed  any  ontoward  symptoms  following 
the  pelvic  distension. 

Renal  Tuberculosis.  It  often  happens  that  a  non- 
tuberculous  pyelitis  occurs,  with  clinical  symptoms, 
bladder  ulcerations  and  imilateral  cloudy  urine,  all 
suggestive  of  renal  tuberculosis.  Again,  it  may 
happen  that  a  renal  tuberculosis  infects  the  bladder 
mucosa  but  little,  and  the  clinical  and  cystoscopic 
picture  may  resemble  a  local  pyelitis.  It  is  peculiarly 
true  that  a  pyelitis  will  often  show  a  moderate  pelvic 
dilation  in  the  collargol  plate.  On  the  other  hand, 
with  renal  tuberculosis  a  cortical  abscess  or  an  irregu- 
lar pelvis  and  an  inflammatory  pyonephrosis  may 
often  be  outlined. 

Cystic  Kidney.  In  Plate  XIV  we  were  able  to 
demonstrate  the  pelvis  of  a  cystic  kidney.  A  clinical 
diagnosis  of  unilateral  renal  tumor  was  the  evident 
one.  The  pelvic  outline  is  similar  to  that  usually 
found  in  inflammatory  pyonephrosis.  The  cathe- 
terized  urine  being  clear,  pyonephrosis  was  excluded. 
Diagnosis  of  a  malignant  renal  tumor  could  hardly 
be  made  from  the  plate  because  (1)  a  pelvis  of  such 
proportions  would  be  the  result  of  secondary  de- 
generation, and  that  such  was  not  the  case  was  proven 
again  by  the  clear  urine;  (2)  furthermore,  the  outline 
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of  a  pelvis  accompanying  secondary  degeneration 
in  the  malignant  renal  tumor  would  be  quite  different. 
The  irregularly  enlarged  pelvis  was  found  to  be  due 
to  retraction  of  the  cortex  resulting  from  diffuse 
cystic  degeneration. 

Stereoscopic  Radiographs.  We  havie  recently  made 
stereoscopic  collargol  radiographs  which  promise  to 
give  interesting  data.  They  should  be  of  practical 
value  in  the  demonstration  of  shadows  at  different 
levels  from  the  injected  pelvis.  This  should  be 
particularly  true  in  the  differential  diagnosis  of  over- 
lying gallstone  shadows.  Unfortunately,  the  shadows 
cast  by  the  organs  surrounding  the  kidney  are  usually 
too  dim  to  be  of  much  differential  value  in  the 
stereoscope. 

We  have,  therefore,  proven  quite  conclusively  that 
radiograph  and  cystoscope  working  together,  make  it 
possible  to  demonstrate  many  conditions  which 
either  would  fail  to  do  alone.  We  have  found  the 
injected  radiograph  to  be  of  practical  value  in  demon- 
strating the  following  conditions: — 

1.  Normal  pelvis. 

2.  Hydronephrosis. 

3.  Pyonephrosis. 

4.  Pyelitis. 

5.  Renal  tuberculosis. 

6.  Renal  tumors. 

7.  Abdominal  tumor  differentiation. 

8.  Horseshoe  kidney. 

9.  Solitary  kidney. 

10.  Cystic  kidney. 

11.  Differentiation  of  extrarenal  shadows. 

12.  Localization  of  renal  shadows. 

13.  Aid  to  ascertain  renal  functional  capacity. 

14.  Identification  of  ureteral  obstruction. 

15.  Hydroureter. 


CASE    OF    PERFORATION    OF    INTRAMURAL 

PORTION  OF  LEFT  URETER  BY  A 

CALCULUS. 


CHARLES  S.  STERN, 

HARTFORD.  CONN. 


The  patient,  a  man  of  forty-four  years,  had  passed 
a  stone  eleven  years  ago,  about  the  size  of  a  small 
bean.  A  second  calculus  traversed  the  ureter  about 
ten  weeks  ago,  with  the  usual  symptoms  of  colic,  etc., 
and  was  expelled  from  the  urethra  about  a  week  later. 
The  last  attack  began  shortly  afterward,  being 
marked  by  frequent  and  intermittent  attacks  of 
colic,  together  with  chills,  and  temperature  rising  to 
103  and  104°  F.,  which  alternated  with  normal  inter- 
vals free  from  pain  and  fever.  At  the  time  of  observa- 
tion his  symptoms  were  frequent,  urgent  and  painful 
micturition,  with  the  usual  accompaniments.  Cystos- 
copy demonstrated  a  stone  lying  on  the  bas-fond 
and  an  opening  in  the  left  ureter  \j4  cm.  above  its 
natural  meatus.  This  hole  was  1  cm.  in  diameter, 
with  ragged  edges  and  moderately  inflamed.  The 
right  ureter  was  normal.  I  tapped  the  stone  with  the 
end  of  the  cystoscope  for  the  purpose  of  ascertaining 
its  mobility,  and  then  we  arranged  to  perform  a 
lithotrity  the  following  morning.  However,  when  the 
patient  reported  on  time,  he  presented  me  with  this 
stone,  which  he  had  passed  at  midnight. 

I  report  this  case  as  an  additional  one  of  intra- 
mural perforation  of  the  left  ureter  by  a  calculus; 
and  because  of  the  interesting  cystoscopic  picture 
presented,  of  the  opening  formed  by  the  calculus, 
through  which  it  escaped  into  the  bladder. 


REMARKS  ON  THE  TECHNIQUE  OF  OPERA- 
TIONS FOR  STONE  IN  THE  URETER. 


HUGH  CABOT, 

BOSTON,  MASS. 


It  is  not  my  intention  to  burden  you  with  a  general 
discussion  of  the  technique  of  operations  for  stone 
in  the  ureter,  but  as  the  position  of  the  operation  in 
surgery  has  changed  rapidly  within  the  last  few 
years  on  account  of  the  great  accuracy  of  diagnosis, 
there  are  certain  points  of  technique  to  which  I  wish 
to  invite  your  attention. 

Incisions  for  the  Exposure  of  the  Ureter.  With 
recent  advances  in  the  technique  of  ureteral  cathe- 
terization and  radiography  it  is  possible  in  the  vast 
majority  of  cases  to  know  beforehand  in  what  portion 
of  the  ureter  a  stone  is  situated  and  plan  the  opera- 
tion to  reach  this  portion  of  the  ureter,  rather  than 
to  expose  a  large  portion  of  the  ureter  for  exploratory 
purposes.  A  great  majority  of  stones  lodge  at  one  of 
three  points: — 

(1)  The  physiological  construction  just  below  the 
pelvis  of  the  kidney,  about  on  the  level  of  the  lower 
pole  of  the  kidney. 

(2)  At  the  brim  of  the  true  pelvis  where  the  ureter 
crosses  the  iliac  vessels. 

(3)  In  the  lower  two  inches  of  the  ureter,  near  its 
point  of  entrance  into  the  bladder  wall. 

The  ureter  in  the  first  situation  is,  I  believe,  best 
reached  by  an  oblique  muscle-splitting  incision,  start- 
ing at  about  the  tip  of  the  twelfth  rib  and  running 
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downward  and  forward  to  a  point  about  midway 
between  the  anterior  superior  spine  of  the  ilium  and 
the  umbilicus.  The  fibres  of  the  external  oblique 
are  separated  in  line  of  the  incision,  those  of  the 
internal  oblique  and  transversalis  practically  at  right 
angles  to  the  incision.  If  the  separation  of  the 
muscles  is  freely  made,  good  access  is  obtained  to  the 
upper  half  of  the  ureter.  After  the  muscles  have  been 
separated  the  peritoneum  is  pushed  back  and  the 
ureter  readily  found  lying  upon  the  psoas  muscle, 
though  its  tendency  to  be  turned  up  with  the  peri- 
toneum should  not  be  forgotten. 

Stones  situated  at  the  brim  of  the  pelvis  may  be 
conveniently  reached  by  an  incision  in  the  same  line 
as  the  one  above  described,  but  beginning  where  the 
other  stopped  at  a  point  nearly  midway  between  the 
spine  of  the  ilium  and  umbilicus  and  continued  down- 
ward to  the  junction  of  the  inner  and  middle  thirds 
of  Poupart's  ligament.  Here  again  the  peritoneum 
may  be  pushed  back  and  the  ureter  readily  found  at 
the  point  where  it  crosses  the  bifurcation  of  the 
common  iliac  artery. 

For  stones  in  the  lowest  portion  of  the  ureter,  the 
incision  advised  by  Gibson  is  particularly  suitable. 
This  incision  starts  in  the  middle  line  about  a  finger's 
breadth  above  the  pubes,  running  horizontally  out- 
ward nearly  parallel  to  Poupart's  ligament  at  first 
and  curving  rather  sharply  upward  at  its  mid  point 
to  end  about  opposite  to  the  anterior  superior  spine 
of  the  ilium.  The  aponeurosis  of  the  external  oblique 
and  internal  oblique  is  divided  in  the  line  of  the  inci- 
sion and  at  the  outer  portion  of  the  incision  a  few 
fibres  of  the  internal  oblique  may  have  to  be  cut  across. 
The  upper  flap  is  then  retracted,  the  external  bolder 
of  the  rectus  muscle  identified  and  the  fascia  of  the 
tranversalis  divided  by  a  vertical  incision,  close  to 
and  parallel  to  the  rectus,  that  is,  at  right  angles  to  the 
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original  incision.  The  peritoneum  is  then  stripped 
back  and  with  good  retraction  and  the  patient  in  the 
Trendelenburg  position,  an  excellent  exposure  of  the 
base  of  the  bladder  and  lower  portion  of  the  ureter 
is  obtained. 

This  incision  seems  to  me  much  superior  to  the 
curved  incision  commonly  used,  and  in  practice  I 
have  found  the  exposure  all  that  could  be  asked  for. 

Removal  of  the  Calculus.  Most  writers  upon  this 
question,  and  notably  Albarran  and  Jeanbrau,  whose 
recent  contributions  are  of  the  greatest  value,  advise 
incising  the  ureter  upon  the  stone.  The  point  to  be 
gained  is,  of  course,  the  removal  of  the  calculus  with 
the  least  damage  to  the  ureter,  and  to  leave  the  tissues 
in  such  a  condition  that  subsequent  suture  of  the 
ureter  may  be  done  without  danger  of  leakage.  They 
point  out  that  the  attempt  to  draw  the  stone  up  the 
ureter  is  likely  to  subject  it  to  trauma,  which  will  lower 
its  resistance  and  result  in  sloughing,  with  the  possible 
production  of  stricture.  Their  reasoning  on  this 
point  does  not  seem  to  me  sound.  The  point  at  which 
the  stone  is  arrested  is  usually  a  physiological  narrow- 
ing; the  presence  of  the  stone  has  generally  resulted 
in  inflammation,  frequently  in  ulceration  of  the 
ureter.  The  ureter  below  the  stone  is  of  normal 
or  less  than  normal  calibre,  while  above  the  stone 
it  is  practically  always  dilated.  I  believe  that  incision 
on  the  stone  in  the  ulcerated  tissue  is  almost  certain  to 
result  in  some  sloughing  of  the  tissue,  and  that  the 
already  existing  tendency  to  stricture  is  increased  by 
the  fact  that  suture  further  narrows  the  ureter  and 
that  the  sutures  are  likely  to  cut  through,  with  further 
sloughing.  In  a  word,  I  believe,  that  this  technique 
in  difficult  cases,  particularly  with  an  infected  kidney, 
is  likely  to  cause  rather  than  prevent  stricture  of  the 
ureter.  As  has  already  been  noted,  the  ureter  above 
the  stone  is  generally  dilated.     It  is  safer  to  incise 
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the  ureter  one  or  two  inches  above  the  stone,  then 
with  suitable  forceps  passed  into  this  opening  with- 
draw the  stone  and  extract  it  through  the  incision. 
In  my  experience  this  has  not  resulted  in  notable 
trauma  of  the  ureter,  and  though  in  two  of  the  cases, 
the  reports  of  which  are  subjoined,  the  stone  was 
considerably  impacted,  no  difficulty  was  experienced 
in  dislodging  it.  The  chief  advantage  of  this  method 
seems  to  me  to  lie  in  the  greater  security  from  subse- 
quent leakage  or  stricture,  whether  or  not  sutures  are 
employed.  The  dilatation  of  the  ureter  makes  the 
application  of  the  sutures  not  only  easier,  but  free 
from  danger  of  narrowing  the  ureter.  It  is  fre- 
quently possible  to  apply  two  layers  of  sutures  with- 
out reducing  the  ureter  even  to  its  normal  calibre. 

The  Permeability  of  the  Ureter.  The  failure  to 
ascertain  the  permeability  of  the  ureter  at  this  time 
and  its  freedom  from  other  calculi,  or  from  strictures, 
has  been  a  potent  source  of  unsatisfactory  results. 
As  Albarran  has  wisely  pointed  out,  freedom  of  the 
ureter  from  obstruction  is  essential  to  success.  This 
permeability  may  be  ascertained  hy  the  use  of 
bougies,  or  better  by  a  small  bougie-k-boule,  which 
should  be  passed  downward  to  the  bladder  and  upward 
to  the  kidney.  If  stricture  of  the  ureter  is  found  it 
must  be  removed  before  the  operation  is  finished, 
either  by  the  internal  ureterotomy  of  Albarran,  or 
by  some  other  method. 

Treatment  of  the  Stricture  after  Extraction  of  the 
Calculus.  Until  recent  times  the  only  question  here 
at  issue  was  that  of  suture  the  incision.  Recently, 
however,  Albarran  and  others  of  the  French  school 
have  advocated  the  placing  of  an  inlying  catheter 
which  would  drain  the  kidney  pelvis  direct,  and  thus, 
in  their  opinion,  favor  wound  healing.  Albarran 
advises,  though  does  not  insist,  upon  its  use  in  aseptic 
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cases,  but  strongly  urges  its  use  in  septic  cases. 
Jeanbrau  in  a  recent  monograph  advises  its  use  only 
in  septic  cases.  I  believe  the  method  to  be  largely 
without  merit,  for  the  following  reasons :  The  catheters 
which  can  be  used  without  doing  damage  to  the 
vesical  orifice  of  the  ureter  are  necessarily  small, 
not  larger  than  a  12  or  13  F.  It  is  to  be  remembered 
that  the  ureter  is  almost  habitually  dilated,  some- 
times to  considerable  size,  and  it  is  almost  inconceiv- 
able that  a  catheter  of  this  calibre,  especially  in  septic 
cases,  could  drain  the  kidney  pelvis  so  satisfactorily 
as  to  prevent  the  collection  of  pus  and  urine  in  the 
ureter  outside  of  the  catheter.  More  especially  is 
this  likely  to  accur  where  there  is  active  suppuration 
and  pus  formation  in  the  kidney.  Our  experience 
with  inlying  catheters  in  the  ureter  does  not  encour- 
age the  belief  that  their  presence  is  not  objectionable, 
as  they  undoubtedly  favor  infection.  Should  the 
catheter  fail  to  drain  completely  and  the  urine  enter 
the  ureter  along  the  side  of  the  catheter,  great  pres- 
sure will  be  brought  to  bear  upon  the  opening  in  the 
ureter,  which  is  likely  to  leak  if  no  sutures  have  been 
used,  and  certain  to  produce  strain  upon  the  suture 
and  sloughing  if  they  have  been  employed.  A 
catheter  of  this  calibre  fits  very  snugly  in  the  vesical 
orifice  of  the  ureter  and  considerable  pressure  must 
be  exerted  before  the  urine  can  be  forced  by  the 
catheter.  Should  this  accident  result  and  leakage 
occur,  all  advantage  of  the  catheter  is  lost  and  in- 
creased sloughing  about  the  incision  in  the  ureter  is 
likely  to  result.  Stress  has  been  laid  upon  the  value 
of  the  inlying  ureteral  catheter  in  cases  of  stricture 
of  the  ureter  below  the  calculus.  If  their  use  is  con- 
fined to  these  cases  they  may  be  of  advantage,  but 
our  experience  with  stricture  of  the  ureter  does  not 
encourage  the  belief  that  permanent  results  will  be 
thus  obtained. 
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Drainage  of  the  Abdominal  Wound.  It  has  been 
the  almost  universal  custom  to  put  some  drainage 
in  the  abdominal  wound  down  to  the  point  of  suture 
in  the  ureter.  It  has  been  regarded  as  a  form  of 
insurance  which  could  do  little  harm  and  might  save 
troublesome  complications  should  leakage  occur.  With 
this  view  one  cannot  but  sympathize.  On  the  other 
hand,  it  is  not  inconceivable  that  the  use  of  drainage 
even  in  this  way  may  favor  leakage,  as  it  undoubtedly 
does  in  cases  of  suture  of  the  intestine,  though  it  is 
admitted  that  the  cases  are  not  parallel. 

In  three  recent  cases,  two  of  which  were  aseptic 
and  one  markedly  infected,  no  drainage  of  any  kind 
has  been  used  and  the  wound  has  been  closed  in 
layers,  including  the  skin.  While  I  am  not  prepared 
to  advise  this  as  a  routine  procedure,  I  would  ask  for 
it  your  consideration. 

The  following  cases  are  submitted  as  tending  to 
support  my  contention: — 

Mrs.  A.  K.,  thirty-four,  first  seen  January  9,  1909. 
Eight  years  ago  had  an  attack  of  what  was  apparently 
renal  colic  in  the  left  side,  followed  by  the  passage 
of  a  stone.  No  further  trouble  until  six  months  ago, 
when  she  had  another  attack  of  left-sided  pain,  with 
nausea  and  vomiting.  Pain  never  very  severe,  lasted 
for  a  few  days  and  disappeared.  Two  months  ago 
another  attack  of  similar  character.  Since  that  time 
has  had  more  or  less  left-sided  pain  coming  in  attacks, 
but  not  enough  to  lay  her  up.  Moderate  frequency 
of  micturition,  amounting  to  twice  at  night.  No 
known  hematuria. 

Examination  negative  except  as  below  described. 
There  is  slight  general  abdominal  tenderness,  most 
marked  on  the  left  side  along  the  course  of  the  ureter 
and  in  the  left  costo-vertebral  angle.  By  vagina 
there  is  marked  tenderness  to  the  left  of  the  cervix, 
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and  it  was  thought  that  a  mass  could  be  felt  in  the 
region  of  the  ureter.  X-ray  showed  a  stone  in  the 
left  ureter  about  two  inches  above  the  bladder. 
Urine  was  normal,  acid,  1022,  Alb.  s.  p.  t.  Moderate 
sediment,  consisting  of  pus  and  a  few  blood  corpuscle. 
At  the  time  of  entrance  there  was  almost  constant 
vomiting  and  considerable  pain  in  the  left  groin. 
Operation  was  done  about  six  hours  after  admission. 
An  attempt  was  made  to  reach  the  stone  through 
a  vaginal  incision,  but  it  was  so  movable  in  the  ureter 
that  it  could  not  be  reached  by  this  route.  A  six- 
inch  incision  was  therefore  made  from  the  anterior 
superior  spine  on  the  left,  downward  and  inward, 
parallel  to  Poupart's  ligament,  muscles  separated 
and  divided  and  ureter  exposed  near  the  brim  of  the 
pelvis.  It  was  found  dilated  to  the  size  of  the  finger 
and  much  thickened.  Following  it  downward  the 
stone  could  be  felt.  It  was  readily  dislodged  and 
pushed  up  the  ureter  to  a  point  near  the  brim,  where 
the  ureter  was  incised  and  the  stone  removed.  The 
incision  in  the  ureter  was  then  closed  with  inter- 
rupted catgut  sutures.  A  small  cigarette  drain  was 
placed  to  the  point  of  suture.  Wound  closed  about 
it  in  layers.  Wound  healed  kindly  without  leakage. 
At  the  time  of  discharge  from  the  hospital  urine  was 
normal,  acid  1031.     No  albumen  or  sediment. 

February  1,  1910.  The  scar  is  firm,  has  had  no 
symptoms  from  kidney  or  ureter  and  urine  is  normal. 

Mr.  M.  M.  D.,  twenty-four,  entered  hospital  Febru- 
ary 16,  1910.  Six  years  ago  had  an  attack  of  painless 
hematuria,  lasting  two  days.  Two  years  ago  another 
attack  of  hematuria,  also  painless  but  followed  by  the 
passage  of  three  small  calculi.  Two  months  ago, 
colicy  pain  in  the  right  lower  quadrant  of  the  abdo- 
men. Pain  shooting  to  the  right  testis  and  penis. 
Since  that  time  has  had  several  such  attacks,  but  no 
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marked  hematuria,  though  the  urine  has  been  smoky. 
Two  weeks  ago  was  laid  up  in  bed  for  several  days 
with  a  dull  pain  in  the  region  of  the  cecum  and  was 
thought  to  have  appendicitis. 

Examination  showed  tenderness  with  some  muscu- 
lar spasm  in  the  right  lower  quadrant  of  the  abdomen, 
but  was  otherwise  negative. 

Cystoscopy  showed  a  normal  bladder  with  the 
orifice  of  the  right  ureter  slightly  larger  than  the 
left,  not  otherwise  abnormal.  Normal  urine  from  the 
left  side,  none  from  the  right.  Ureter  catheter 
entered  right  ureter  for  9X  cm.,  but  could  be  passed 
no  further.  Several  X-ray  plates  were  negative. 
At  operation  the  ureter  was  exposed  at  the  brim  of 
the  pelvis  by  an  oblique  incision,  starting  about  two 
inches  inside  of  the  anterior  superior  spine  and  run- 
ning downward  and  inward  for  about  five  inches. 
The  peritoneum  was  pushed  back,  the  ureter  located 
and  the  stone  felt  just  below  the  iliac  vessels.  A 
Crile  clamp  was  placed  upon  the  ureter  to  prevent 
urinary  leakage  and  the  ureter  incised  at  a  point  just 
above  where  it  crossed  the  vessels  and  about  one  and 
one-half  inches  above  the  stone.  A  pair  of  narrow 
bladed  forceps  was  then  passed  into  the  ureter,  the 
stone  grasped  and  readily  removed.  The  wound  in 
the  ureter  was  closed  with  a  single  layer  of  interrupted 
zero  catgut  sutures.  The  abdominal  wound  was 
closed  in  layers  without  drainage. 

Patient  last  seen  in  May,  1910,  when  he  was  in 
good  condition  and  had  a  normal  urine. 

Mr.  C.  C.  B.,  forty-two,  entered  hospital  Febru- 
ary 25,  1910.  Seven  years  ago  had  an  attack  of  pain 
in  the  right  loin  and  side.  Hematuria  for  several 
daj^,  followed  by  the  passage  of  several  small  stones. 
Well,  imtil  ten  days  ago  when  he  began  to  have  pain 
in  the  right  side  similar  to,  but  not  so  severe  as  the 
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previous  attack.  This  was  accompanied  by  moderate 
frequency  of  micturition,  amounting  to  three  to  five 
times  at  night.  No  hematuria.  Pain  lasted  two 
days  and  then  disappeared,  but  the  frequency  of 
urination  continued  and  the  urine  contained  pus.  It 
was  for  this  he  applied  for  treatment. 

General  physical  examination  negative.  Series  of 
good  X-ray  pictures  was  negative.  The  urine  was 
pale,  cloudy,  alkaline  1013,  albumen  slightest  pos- 
sible trace,  sediment  mostly  pus  with  rare  red  blood 
corpuscle. 

Cystoscopy  showed  bladder  generally  normal.  Right 
ureteral  orifice  slightly  thickened  and  slightly  ulcer- 
ated. Ureter  catheter  enters  the  right  ureter  for 
7  cm.  A  smaller  catheter  was  then  tried  and  passed 
10  cm.,  but  would  go  no  further.  Catheter  passes 
up  the  left  ureter  freely  and  draws  normal  urine. 
Indigo  carmin  excreted  in  nine  minutes  by  left  kid- 
ney, not  at  all  by  the  right  in  an  hour.  The  position 
of  the  stone  in  this  case  was  then  demonstrated 
by  taking  an  X-ray  picture  with  the  tube  placed 
in  an  oblique  position  as  described  in  a  paper  by 
Cabot  and  Dodd  (Boston  Medical  and  Surgical 
Journal) . 

This  patient  was  operated  upon  by  the  same 
method  as  that  employed  in  the  last  case.  The 
stone,  which  was  much  larger,  was  found  tightly 
impacted  in  the  ureter  at  a  point  where  it  crosses  the 
iliac  vessels.  There  was  moderate  dilatation  of  the 
ureter  above  the  stone.  The  ureter  was  occluded 
with  a  Crile  clamp  and  opened  about  two  inches 
above  the  stone.  This  was  then  grasped  with  forceps, 
dislodged  without  difficulty  and  removed.  The  wound 
in  the  ureter  was  closed  with  two  layers  of  inter- 
rupted zero  catgut  sutures.  In  spite  of  the  infected 
condition  of  the  kidney  the  closure  of  the  wound  in 
the  ureter  seemed  so  secure  that  no  drainage  was 
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used.  The  abdominal  wound  was  closed  in  layers 
without  drainage.  Convalescence  was  entirely  un- 
eventful. 

Patient  was  seen  in  May,  1910,  and  is  now  free 
from  symptoms,  though  the  urine  is  still  slightly 
cloudy  with  pus,  and  it  is  not  improbable  that  the 
damage  to  the  kidney  has  been  so  great  that  its 
ultimate  removal  may  be  wise. 

Mr.  F.  C.  N.,  thirty-four.  Previous  history  unim- 
portant except  for  a  severe  crushing  accident  involv- 
ing the  left  hip  four  years  ago.  From  this  he 
recovered,  with  a  good  deal  of  stifiEness  and  some 
shortening  of  the  leg.  Three  years  ago,  passed  a 
stone  from  his  bladder,  which  troubled  him  only  in 
its  passage  through  the  urethra.  There  was  no  renal 
colic  and  no  hematuria.  Six  months  ago,  had  an 
attack  of  renal  colic  with  hematuria,  no  stone  passed. 

April  12,  1910.  A  severe  attack  of  renal  colic  with 
hematuria.  It  was  so  severe  that  he  was  taken  to 
the  Emergency  Hospital,  where  he  remained  over 
night.  Since  that  time  has  had  some  grumbling 
pain  in  the  left  lower  quadrant  of  the  abdomen.  No 
pain  on  urination. 

Physical  examination  is  totally  negative.  Urine 
shows  slightest  possible  trace  of  albumen,  moderate 
sediment,  pus,  red  cells,  moderate  number  of  red  blood 
corpuscles. 

April  20.  Cystoscopy  shows  a  normal  bladder  and 
normal  ureteral  orifices.  Ureter  catheter  enters  2  cm. 
in  the  left,  but  will  go  no  further.  X-ray  plates  by 
Dr.  Dodd  negative  for  kidney  region.  On  the  left 
side  about  one  and  one-half  inches  from  the  symphy- 
sis pubis  is  a  definite  shadow,  probably  in  the  left 
ureter.     Operation  advised. 

April  25.  Operation.  Anesthol  and  ether.  Curved 
incision  from  about  one  inch  to  the  right  of   the 
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symphysis  pubis  about  one  inch  above  Poupart's 
ligament,  following  that  line  upward  and  outward 
to  the  region  of  the  anterior  superior  spine  on  the 
left.  External  oblique  fascia  separated,  fibres  of 
the  internal  oblique  divided.  The  fascia  was  then 
divided  vertically  at  the  outer  border  of  the  right 
rectus,  thus  forming  a  triangular  flap.  (Gibson's 
incision.)  Peritoneum  freed  from  iliac  fossa  and 
ureter  exposed  from  the  iliac  vessels  downward  with 
some  difficulty.  Peritoneum  torn  just  in  front  of  the 
ureter.  Ureter  freed,  held  up  by  a  loop  of  catgut, 
Crile  clamp  placed  near  the  brim  and  the  ureter 
opened  about  two  inches  above  the  bladder,  where  it 
was  dilated  to  the  size  of  a  lead  pencil.  Probe  passed 
into  the  opening  could  feel  the  stone  about  one  and 
one-half  inches  below.  Stone  picked  up  with  some 
difficulty  by  means  of  a  small  straight  clamp  and 
extracted.  Bougie  passed  to  bladder  without  obstruc- 
tion. Wound  in  ureter  closed  with  two  layers  of 
zero  catgut.  Abdominal  wound  closed  in  layers 
without  drainage. 

June,  1910.  Patient  has  made  an  uneventful 
recovery. 

DISCUSSION 

OF   PAPERS    OF   DRS.    BRAASCH,    STERN   AND  CABOT. 

Dr.  D.  N.  Eisendrath  of  Chicago:  I  would  like  to  say  a 
few  words  about  Dr.  Braasch's  paper.  I  believe  Dr.  Braasch 
has  rendered  a  great  service  in  calling  our  attention  to  this 
method  first  suggested  by  Voelcker,  because  it  is  going  to  be 
more  and  more  valuable  in  diagnosis.  In  regard  to  its  value  in 
the  diagnosis  of  tumors,  I  had  an  opportunity  within  the  last 
two  months  to  show  that  it  is  extremely  valuable  in  that 
regard.  A  case  presented  itself  with  a  diagnosis  of  renal 
tumor.  The  shape  of  the  tumor  was  entirely  that  of  the 
kidney.  The  woman  at  that  time  had  absolutely  no  trace  of 
jaundice.  Inflation  of  the  colon  made  it  look  as  though  it 
were  a  retro-peritoneal,  *'.  e.,  renal,  tumor.    The  tumor  was 
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very  firm  at  the  lower  pole,  could  be  replaced  into  the  kidney 
region,  and  the  case  looked  like  a  typical  hypernephroma  of 
the  lower  pole  of  the  kidney  similar  to  one  of  the  radiographs 
Dr.  Braasch  has  shown.  Injection  of  the  pelvis  of  the  kidney 
with  the  collargol  solution  showed  that  the  tumor  was  not  a 
kidney  tumor,  but  that  the  kidney  shadow  was  considerably 
above  this  tumor.  Laparotomy  showed  that  it  was  probably 
a  primary  carcinoma  of  the  neck  of  the  gall  bladder,  with 
secondary  involvement  of  the  pancreas. 

In  regard  to  its  value  in  hydronephrosis,  I  think  Dr. 
Braasch  has  shown  it  to  be  very  valuable  in  that  condition. 

Another  point  is  the  help  that  such  a  method  gives  us  in  the 
diagnosis  of  kidneys  which  are  not  in  their  normal  place. 
For  example,  a  kidney  which  brings  out  some  of  the  points 
in  diagnosis  that  Dr.  Cabot  has  just  made.  We  had  a  case 
not  long  ago  where  a  shadow  was  just  about  opposite  the 
sacro-iliac  joint,  and  it  looked  very  much  as  if  the  case  were 
one  of  stone  in  the  ureter,  but  further  examination  showed 
that  there  were  stones  in  a  dystopic  kidney. 

There  are  two  points  concerning  which  I  should  Uke  to  take 
issue  with  Dr.  Braasch, — in  the  first  place,  whether  it  can 
be  of  any  help  to  us  in  the  diagnosis  of  renal  calculi.  I  have 
serious  doubts,  since  we  have  such  able  help  in  the  present 
state  of  radiography.  It  seems  to  me  that  the  shadows  of 
collargol  would  be  so  intense  that  it  would  be  difficult  to  dis- 
tingtiish  between  the  shadow  caused  by  the  solution  and  that 
caused  by  the  stone.  In  one  of  the  pictures  he  showed,  a 
diagnosis  of  atrophy  of  the  kidney  with  a  calculus  blocking 
the  opening  of  the  ureter  was  made  because  he  was  not  able 
to  get  the  solution  into  the  pelvis  of  the  kidney.  That  may 
have  happened  in  this  particular  case,  but  one  would  hardly 
be  justified  in  making  a  diagnosis  of  dead  or  atrophic  kidney 
from  that  fact,  because  we  so  frequently  find  ureteral  calculi 
impacted  very  tightly  at  the  neck  of  the  pelvis, — another 
point  which  Dr.  Cabot  called  attention  to. 

In  regard  to  Dr.  Cabot's  paper.  This  is  a  very  valuable 
contribution  in  regard  to  ureteral  technique,  and  he  is  to  be 
greatly  congratulated  upon  his  cases.  Since  the  last  meeting 
I  have  had  several  instructive  cases  of  ureteral  calculi.  One 
of  them  was  the  case  of  a  man  who  had  been  operated  on  for 
appendicitis  and  a  ventral  hernia  followed.  He  came  to 
Chicago  on  accoimt  of  chills  and  fever.  A  careful  history 
showed  that  he  had  passed  a  calculus  a  year  before.  The 
X-ray  showed  a  ureteral  calculus  packed  tightly  in  the  upper 
part  of  the  ureter  on  the  opposite  (left)  side,  and  this  had 
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been  the  cause  of  his  repeated  chills  and  fever.  Dr.  Cabot 
rather  lamented  the  fact  that  in  one  of  his  cases  the  abdomen 
had  pretty  nearly  been  opened  for  an  appendicitis,  when  the 
case  was  one  of  renal  calculus. 

Dr.  El  am  in  closing:  In  regard  to  the  question  of  drainage 
in  urinary  work,  it  seems  to  me  that  those  of  us  who  have 
had  some  experience  will  agree  that  the  urine  appears  to 
have  a  special  antiseptic  effect.  Of  course,  the  question  of 
drainage  in  all  conditions  will  depend  upon  the  kind  of 
germ  you  have,  likewise  the  virulence  of  the  infection. 
If  one  could  learn  immediately  upon  operating  the  character 
of  the  infection  he  could  always  determine  whether  drainage 
would  be  necessary  or  not  Again,  it  would  seem,  as  Dr. 
Cabot  has  suggested,  that  many  of  these  cases  will  take  care 
of  themselves,  even  if  we  do  not  put  drainage  in.  If  the 
infection  occurs  around  the  ureter  it  will  burrow  in  the  direc- 
tion of  least  resistance  and  will  be  in  the  wound  line.  As  a 
rule,  I  think  it  is  best  to  use  drainage  in  these  cases. 

Dr.  BraaSCH  in  closing:  In  regard  to  Dr.  Eisendrath's 
remarks,  the  one  to  whom  priority  should  be  given  is  Professor 
Voelcker  of  Heidelberg.  Stone  can  very  frequently  be  local- 
ized without  the  aid  of  the  coUargol  radiograph,  and  every 
man  with  a  good  technic,  with  experience,  and  with  a  favor- 
able patient  well  prepared  ought  to  localize  shadows  in  the 
renal  area  fairly  well  in  many  cases.  However,  as  I  out- 
lined in  my  paper,  there  are  so  many  cases  where  we  do  not 
get  the  kidney  shadow.  The  best  of  radiographers  do  not 
get  it  in  every  case.  Many  conditions,  such  as  enlarged  gall 
bladder,  etc.,  will  obscure  the  renal  outline.  Furthermore, 
in  the  ordinary  radiograph  you  cannot  state  definitely  whether 
a  stone  shadow  is  in  the  calyx,  in  the  pelvis  or  in  the  cortex, 
or  whether  it  is  in  the  upper  or  in  the  lower  pole  or  near  a 
calyx.  It  has  often  proved  to  be  of  practical  aid  and  prac- 
tical importance  to  have  exact  localization  of  the  collargol 
plates.  I  do  not  remember  many  cases  of  pelvic  stone 
blocking  up  a  ureter  completely.  If  the  stone  is  low  in  the 
ureter  you  very  frequently  cannot  get  anything  by.  But 
if  it  is  high  you  can  always  get  fluid  by,  and  the  plate  demon- 
strated proves  conclusively  that  there  is  no  pelvis  there. 


BLOODLETTING  IN  CHRONIC  FORMS  OF 
UREMIA. 


HEINRICH    STERN, 
NEW  YORK. 


Insidious  is  the  onset  of  chronic  uremia,  slow  its 
progress,  varying  its  duration,  and  the  prominence 
of  individual  symptoms,  in  different  instances. 

The  syndrome  of  chronic  forms  of  uremia  consists, 
apart  from  the  general  bodily  depression  and  reno- 
angiocardiac  enfeeblement,  mainly  in  disturbances 
of  the  nervous  system  and  the  digestive  apparatus. 
The  principal  nervous  symptoms  are  of  a  psychical 
nature;  Frerichs*,  as  early  as  1852,  has  vividly 
described  them,  as  follows:  "In  a  patient  affected 
with  renal  disease,  mental  inactivity  and  somnolence 
are  frequently  noted  even  in  the  early  stages.  The 
patients  complain  of  dull  headache  or  mental  con- 
fusion; their  eyes  become  dim  and  expressionless, 
their  features  flabby,  they  live  without  taking 
interest  in  others,  are  forgetful  and  indifferent,  and 
their  movements  are  sluggish  and  languid.  These 
phenomena  may  occasionally  abate  or  may  entirely 
disappear  for  a  time.  Mostly,  however,  they  gradu- 
ally gain  in  intensity;  somnolence  slowly  changes 
to  stupor;  at  the  onset  the  patients  may  still  respond 
to  loud  calls,  or  to  shaking,  and  will  give  rational 
answers;    later  on  coma  supervenes,  the  breathing 

'Freiichs,  Di»  Brightisch*  Ni4T*nkrankhnt.  1852. 
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becomes  stertorous,  to  be  followed  by  the  terminal 
respiratory  rattle.  In  the  majority  of  cases  the 
stuperous  lie  quietly  and  do  not  talk;  when  delirium 
supervenes,  the  patients  mutter  a  few  words  or 
sentences,  repeating  them  frequently.  Death  is  often 
preceded  by  muscular  twitchings  and  convulsions." 
The  leading  disorders  connected  with  the  alimentary 
tract  are  lasting  anorexia  and  nausea,  and  occasional 
vomiting,  ensuing  at  first  after  eating  or  in  the  morn- 
ing on  awakening  only,  but  later  also  during  the  day 
in  the  presence  of  an  empty  stomach.  Dryness  of 
the  mouth  and  trachea  are  frequently  complained  of 
by  the  patients,  as  are  intractable  diarrhoeas,  which, 
however,  must  often  be  ascribed  to  compensatory 
intestinal  activity. 

Of  the  respiratory  disturbances  irregularly  acceler- 
ated breathing  is  probably  the  most  important  in  the 
presomnolent  period;  other  respiratory  impediments 
in  the  course  of  chronic  nephritides  are  generally 
due  to  organic  changes  in  the  bronchi,  lungs  or  heart 
muscle.  In  the  comatose  state,  stertorous  breathing 
ensues  sooner  or  later,  and  Cheyne-Stokes'  respira- 
tion supervenes  not  infrequently. 

The  skin,  usually  dry,  is  often  the  site  of  more  or 
less  itching  and  of  various  vasomotor  events,  as 
the  doigt  mort,  (dead  finger),  with  formication  or 
spasmodermia.  Exhalations  from  skin  and  lungs 
may  have  an  urinous,  non-ammoniacal  odor.  The 
urinary  excretion  is  generally  diminished,  especially 
shortly  prior  to  or  during  an  exacerbation.  There 
is  never  an  increase  of  body  temperature ;  even  when 
there  exists  an  association  with  a  febrile  disease 
temperature  elevation  may  not  occur.  On  the  other 
hand,  decline  of  body  temperature  is  a  common 
incident  in  the  chronic  uremic  state. 

This  brief  account  of  the  salient  clinical  features 
of  chronic  uremia  may  serve  as  an  introduction  to 
the  following: — 
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The  contention  of  v.  Jaksch'  and  others  that  in  acute 
uremia  bloodletting  is  often  a  "life  saving  procedure," 
is  gradually  arresting  the  attention  of  the  modem 
clinical  world.  Real  opposition  to  this  remedial 
agent,  as  far  as  acute  uremia  is  concerned,  does  not 
exist  any  longer,  and  the  scepticism  still  prevailing 
in  some  quarters  is  due  far  more  to  inexperience 
with  than  to  inefficiency  or  irrationality  of  the  pro- 
cedure. 

Chronic  uremia,  on  the  other  hand,  is  almost  virgin 
soil  as  regards  therapeutic  blood  abstraction;  more- 
over, some  of  the  clinical  reports  in  literature  dealing 
with  the  subject  either  do  not  ascribe  any  or  no 
significant  influence  to  the  operation.  I  must  con- 
fess that  I  formerly  held  somewhat  similar  views. 
In  my  book  on  autointoxication,  for  instance,  I 
said:  "In  asthenic  and  far  advanced  cases  abstrac- 
tion of  blood  is  not  only  useless  as  a  rule  but  often 
even  injurious."^  It  stands  to  reason  that  the  results 
of  any  therapeutic  intervention  are  not  as  striking 
in  chronic  forms  of  uremia,which  have  arisen  on  the 
basis  of  long-continued  renal  disease,  as  in  uremia 
suddenly  developing  in  the  course  of  an  acute  or 
subacute  kidney  affection.  In  the  latter  instance 
bloodletting  is  frequently  followed  by  abatement 
of  the  threatening  manifestations,  and  the  underlying 
nephritic  process  may  yet  be  ameliorated.  In  the 
former  conditions  the  proper  period  for  interference 
by  withdrawal  of  blood  is  nearly  always  missed;  the 
body  organs  in  general  have  too  far  deteriorated ;  the 
renal  degeneration  is  beyond  repair.  To  defer 
bloodletting  in  a  case  of  chronic  uremia  until  con- 
vulsions or  coma  has  supervened  means  that,  at  the 


*  V.  Jaksch,  "Vergiftungen."      Nothnagel's  Handbuch.       Vol.  I,  1897. 

•  Heinrich  Stem.      The    Autotoxicoses.     Chicago.     G.   P.   Engelhard  & 
Co.,    1906. 
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best,   but  exceedingly  transient  improvement  may 
be  hoped  for. 

Indications  for  Bloodletting  in  Chronic  Uremia. 
The  indications  for  blood  abstraction  in  acute  uremia 
are,  generally  speaking,  abnormally  high  blood- 
pressure  with  marked  vascular  tension,  congestion 
of  certain  organs,  and  the  accumulation  of  catabolic 
products  in  the  blood.  So  far  as  the  congestive 
conditions  and  the  catabolic  toxicosis  are  concerned 
they  are  practically  the  immediate  substrates  of 
every  form  of  chronic  uremia;  without  their  occur- 
rence we  might  encounter  a  succession  of  acute 
exacerbations,  but  a  chronic  uremic  state  would  not 
exist.  On  the  other  hand,  though  excessively  high 
bloodpressure  and  vascular  tension  are  likely  to  have 
existed  in  a  previous  period,  they  are  rather  the 
exception  in  the  long-established  chronic  uremic 
event.  In  reality,  there  has  supervened  a  decided 
enfeeblement  of  the  circulatory  system  in  a  majority 
of  instances  of  chronic  uremia.  Is  this  fact  to  be 
looked  upon  as  a  contraindication  for  bloodletting? 
A  question  as  important  as  this  cannot  be  decided 
by  mere  theoretical  considerations,  but  has  to  be 
answered  by  clinical  experience. 

Of  whatever  nature  the  immediate  causes  of  acute 
of  chronic  uremia  may  be,  that  much  we  may  claim 
with  certainty,  that  it  is  neither  the  high  blood- 
pressure  in  the  one  nor  the  generally  decreased 
pressure  in  the  other  instance.  Abstraction  of  a  few 
hundred  cubic  centimeters  of  blood  in  acute  uremia 
either  does  not  depress  the  bloodpressure  at  all,  or 
not  appreciably.  Besides,  a  decline  in  bloodpressure, 
which  hardly  ever  exceeds  from  5  to  15  mg.  Hg., 
after  removal  of  200  c.c.  blood,  is  but  a  transitory 
occurrence;  after  a  few  hours  the  bloodpressure  is 
again  the  same  as  before  depletion.     Nevertheless, 
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lasting  benefit  often  results  for  the  patient.  On  the 
other  hand,  pulse  tension  frequently  declines  after 
bloodletting,  and  this  fact  may,  in  a  measure,  explain 
the  therapeutic  action  of  the  procedure.  There  ensues 
in  uremia  also  a  constriction  of  the  renal  bloodvessels 
by  irritation  of  the  vasomotor  centre.  This  constric- 
tion causes  slowing  of  the  renal  circulation  and  con- 
sequent alteration  in  diuresis.  Abstraction  of  blood 
alleviates  the  vasoconstriction  in  the  central  organ 
or  the  kidneys,  and  diuresis  becomes  augmented 
(Walko*).  Bloodletting  is  not  followed  by  increased 
quantities  of  urine  if  employed  in  other  affections. 
However,  suppression  of  vasoconstriction  after  de- 
pletion is  also  a  more  or  less  evanescent  occurrence 
and  the  lasting  benefits  often  resulting  from  the 
operation  must  be  ascribed,  in  part  at  least,  to  some 
other  factors.  In  this  connection  hematocatharsis 
and  increased  oxidation  may  be  mentioned. 

In  the  genuine  forms  of  chronic  uremia  there  exists, 
as  a  rule,  no  augmented  pulse  tension,  no  clinically 
demonstrable  constriction  of  the  renal  vessels,  and 
the  oliguria,  rather  moderate  in  many  cases,  is  due 
in  great  measure  to  diminished  intake  of  liquids  and 
retarded  catabolism.  While,  then,  striking  effects, 
as  afforded  by  relief  of  vasoconstriction,  cannot 
generally  be  attained  by  bloodletting  in  the  chronic 
forms  of  uremia,  hematocatharsis,  evinced  by  an 
increased  flow  of  urine,  by  diarrhoea  and  especially 
by  diaphoresis,  and  increased  oxidation  processes 
may  follow  in  the  wake  of  this  therapeutic  procedure. 
There  will  often  ensue  a  comparative  detoxication 
which,  of  course,  can  neither  be  complete  nor  perma- 
nent on  account  of  the  irreparable  condition  of  the 
kidneys.  Furthermore,  nothing  speaks  against  sys- 
tematic repetition  of  judicious  blood  abstractions  in 


*  Walko.  "Ueber  den  therapeutischen  Wert  und  die  Wirkungsweise  des 
Aderiasses  bei  der  ur&mie."     2i0Usckr.  f.  HtUkunde,  1901. 
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most  of  these  cases,  and  thus  the  life  of  the  patient 
may  be  prolonged  for  weeks  and  even  months. 

A  patient  in  the  state  of  chronic  uremia  is  practi- 
cally moribund;  it  is  only  a  question  of  time,  often 
only  of  hours,  when  the  terminal  convulsions  or  coma 
supervene.  Routine  treatment  by  forced  diuresis, 
diaphoresis  or  artificially  induced  diarrhoea  which, 
be  it  on  account  of  its  efficiency  or  inefficiency  as 
regards  alleviation  of  the  manifestations  of  chronic 
kidney  disease,  is  continued  for  too  long  a  period, 
causes  diminution  of  the  transudations  and  con- 
sequently higher  concentrated  solutions  of  the  cata- 
bolic  poisons.  Such  treatment  virtually  may  pro- 
voke the  onset  of  uremia,  an  event  which  is  not 
induced  by  the  transient  diaphoresis  and  diarrhoea 
following  the  abstraction  of  blood.  Moreover,  blood 
abstraction  may  be  followed  by  infusion  of  a  hypo- 
tonic saline  solution  which  may  facilitate  the  re- 
establishment  of  a  disturbed  osmotic  equilibrium. 
Again,  medicines  employed  in  the  presence  of  renal 
insufficiency  exert  cumulative  action,  and  the  mental 
excitement,  vomiting  and  convulsions  ensuing  in 
chronic  nephritics  after  prolonged  administration  of 
digitalis,  for  instance,  must  be  ascribed  to  the  effects 
of  the  drug  in  a  goodly  number  of  instances.  These 
phenomena  belong  to  the  syndrome  of  chronic 
uremia,  are  probably  part  and  parcel  of  uremia,  but 
are  of  toxic  and  not  of  autotoxic  origin. 

There  exists  no  specific  contraindication  to  blood- 
letting, in  the  manner  as  hereafter  described,  at  any 
period  of  chronic  uremia,  and  as  the  patient  is 
virtually  in  a  hopeless  condition  the  therapeutic 
procedure  should  always  be  given  a  trial,  to  stay  for 
a  while  the  approaching  dissolution. 

Amount  of  Blood  to  be  Withdrawn  in  Chronic 
Uremia.  While  in  acute  uremia  not  less  than  from 
150  c.c.  to  250  c.c.  and  in  certain  cases  300,  400  or  even 
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500  c.c.  or  more  of  blood  should  be  withdrawn  at  a 
time,  the  quantity  to  be  abstracted  in  chronic  forms 
of  uremia  should  be  decidedly  smaller.  It  must  not 
be  forgotten  that  the  symptom-complex  with  which 
one  is  here  confronted  is,  as  a  rule,  due  less  to  vaso- 
constriction than  to  chemico  or  physicotoxicity,  and 
that  the  less  violent  manifestations  of  chronic  uremia 
do  not  necessitate  withdrawal  of  as  much  blood  as 
do  the  stormy  symptoms  of  the  acute  form.  Besides, 
the  deteriorated  condition  of  the  patient  has  to  be 
taken  into  due  consideration.  The  amount  of  blood, 
then,  to  be  abstracted  at  the  first  attempt  should  be 
about  1  c.c.  for  each  kilogram  of  body  weight.  In 
subsequent  depletions  the  amount  of  blood  may  be 
gradually  raised,  but  it  must  on  no  occasion  exceed 
2  c.c.  for  each  kilogram  of  body  weight.  The  small 
quantity  of  blood  thus  removed  from  the  organism 
makes  blood  abstraction  a  perfectly  safe  procedure, 
even  in  patients  with  long  established  kidney  disease. 

Time  and  Frequency  of  Blood  Abstraction  in 
Chronic  Uremia.  As  soon  as  the  true  state  of  affairs 
is  recognized,  viz.,  that  the  nervous,  digestive  and 
respiratory  phenomena  arising  in  the  course  of 
chronic  renal  disease  are  due  to  the  latter,  blood- 
letting should  be  performed.  Appearance  of  the 
triad  dull  headache,  mental  confusion  and  somnolence 
on  the  basis  of  a  long-established  nephritic  state 
compels  quick  decision .  The  earlier  blood  abstraction 
is  carried  out  the  more  pronounced  and  lasting  will 
be  its  therapeutic  effect.  If  the  uremic  symptoms 
do  not  abide  to  a  great  extent,  bloodletting  may  again 
be  performed  on  the  following  day.  If  the  patient's 
condition  demands  it,  blood  should  be  abstracted 
every  week  or,  in  exceptional  cases,  even  oftener.  In 
other  instances  fortnightly  or  still  more  infrequent 
blood  abstractions  may  suffice  to  obviate  approach- 
ing convulsions  or  coma.     The  blood  may  be  vnth- 
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drawn  at  any  period  during  the  twenty-four  hours, 
but  the  patient  should  rest  in  bed,  well  covered,  for 
at  least  six  hours  after  bloodletting.  A  hypotonic 
saline  solution  may  be  infused  after  the  blood  ab- 
straction. 

Method  of  Blood  Abstraction.  Topical  bloodletting 
as  accomplished  by  cupping,  leaching  or  scarification 
would  certainly  be  of  little  avail  in  a  condition  like 
chronic  uremia.  Results  can  only  be  attained  by 
general  depletion.  This  has  in  modem  times  been 
accomplished  by  venesection,  an  operation  demand- 
ing some  skill  and  preparation,  and  which,  on  account 
of  its  very  nature,  cannot  very  well  be  employed  as 
a  routine  measure  in  the  advanced  stages  of  nephritis. 
I  dare  say  that  the  patient's  and  his  family's  dread 
of  the  knife  has  a  good  deal  to  do  with  the  rather 
infrequent  application  of  bloodletting  in  general 
practice.  A  much  more  refined  method  for  the 
therapeutic  abstraction  of  blood  is  that  by  vene- 
puncture. By  this  is  understood  the  direct  insertion 
of  a  needle  or  trocar  into  a  vein.  The  advantages  of 
venepuncture  over  venesection  are:  Greater  sim- 
plicity, greater  safety  for  both  patient  and  physician, 
greater  cleanliness,  more  rapid  accomplishment  of 
the  purpose,  possibility  of  immediate  intravenous 
saline  infusion  after  abstraction,  rapid  healing  of 
the  small  puncture  wound.  I  have  devised  a  vene- 
puncture instrument,  the  following  description  and 
mode  of  employment  of  which  is  quoted  from  my 
article  in  the  Medical  Record,  December  23,  1905: — 

The  instrument  is  constructed  on  the  principle 
of  the  trocar,  which,  when  in  situ,  with  withdrawn 
perforator,  cannot  injure  the  bloodvessel  or  penetrate 
it,  as  a  needle  is  apt  to  do.  Besides  this,  it  offers 
other  advantages  which  its  description  will  readily 
demonstrate.  The  entire  instrument  is  7  cm.  (3 
inches)  long.     The  cannula  alone  measures    4    cm. 
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{lyi  inches).  The  cannula  is  made  of  sterling  silver. 
The  perforator,  entering  the  cannula,  is  of  steel 
heavily  nickel  plated.  The  thumb-rest  is  in  the  shape 
of  a  ring,  which  may  be  detached.  The  outlet,  which 
is  to  be  connected  with  a  rubber  tube,  is  at  the  side 
of  the  thumb-rest  when  the  latter  is  in  situ,  so  as 
to  interfere  as  little  as  possible  with  the  operator. 
The  perforator  can  be  withdrawn  far  enough  to 
permit  passage  of  the  blood  through  the  outlet. 
This  outlet  serves  also  as  the  inlet  for  a  saline  in- 
fusion. In  an  aseptic  case  together  with  the  trocar 
are  packed  (1)  a  piece  of  narrow  rubber  tubing 
fitting  into  the  outlet  of  the  instrument,  and  (2)  a 
connecting  tube,  made  of  glass,  which  is  to  be  attached 
by  its  wide  end  to  the  tubing  of  the  vessel  containing 
the  solution  to  be  infused,  while  the  narrow  end  is 
made  to  fit  into  the  narrow  rubber  tubing  leading  from 
the  outlet.  Mode  of  employment:  After  the  arm 
is  corded  as  for  venesection  (a  piece  of  rubber  tubing 
being  well  adapted  for  the  purpose)  the  handle  or 
thumb-rest  of  the  instrument  is  held  between  thumb 
and  index  finger,  while  the  middle  finger  rests  against 
the  handle  of  the  perforator  to  prevent  the  latter 
from  sliding  backward.  The  operator  then  thrusts 
the  trocar  directly  into  the  most  prominent  vein  of 
the  forearm — ^the  right  one  if  possible.  The  puncture 
is  made  so  that  the  point  of  the  trocar  is  toward 
the  axilla,  and  although  the  needle  points  in  the  same 
direction  as  the  blood  current,  the  blood  flows  out 
readily  when  the  perforator  is  withdrawn  beyond  the 
outlet.  The  piece  of  rubber  tubing  packed  into  the 
aseptic  case  should  be  attached  to  the  outlet  before 
the  instrument  is  introduced  into  the  vein.  To  the 
free  end  of  the  tubing  the  glass  connecting  tube 
should  be  fastened.  The  tubing  and  glass  tube  should 
lead  into  a  graduated  vessel,  so  that  the  operator 
may    ascertain    the    amo\mt    of    blood    withdrawn. 
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Immediately  after  depletion,  when  the  cannula  is 
still  in  position,  an  infusion  may  be  administered 
through  the  same  tubing  and  outlet.  All  that  there 
is  to  do  to  accomplish  this  purpose  is  to  connect  the 
glass  tube  with  the  tubing  of  the  vessel  containing 
the  saline  solution,  and  to  remove  the  rubber  tubing 
used  for  cording. 

Notes. — ^The  chance  of  injuring  nerves  and  arteries 
is  reduced  to  a  minimum  by  inserting  the  trocar 
into  the  cephalic  vein,  which  is  not  situated  in  as 
close  proximity  to  these  structures  as  is  the  median 
basilic,  which  is  the  vein  generally  chosen  for  vene- 
section. The  vein  in  either  arm  may  be  punctured; 
however,  if  the  vein  of  the  left  arm  is  not  more  promi- 
nent, it  will  be  found  more  convenient  to  needle  the 
cephalic  vein  of  the  right  arm.  The  chance  of  admit- 
ting air  into  the  vein  when  employing  this  trocar 
is  entirely  eliminated;  a  needle  may  possibly  permit 
the  passage  of  air,  a  trocar,  constructed  like  the  one 
here  described,  never.  Venepuncture  and  subsequent 
needling  of  the  vein  may  be  accomplished  in  about 
ninety-five  per  cent  of  all  cases  in  which  depletion  is 
to  be  performed.  Only  in  cases  when  the  arms  are 
very  fat  or  when,  on  account  of  oedematous  swellings, 
the  course  of  the  vein  cannot  be  recognized,  is  it 
necessary  to  resort  to  venesection.  In  about  three 
per  cent  of  instances  of  venepuncture  the  blood,  on 
account  of  a  high  degree  of  viscosity,  rapid  co- 
agulation or  high  concentration,  will  not  flow  through 
the  cannula  and  outlet.  The  rubber  tubing  used  for 
cording  should  be  drawn  sufficiently  tight  to  make 
the  veins  stand  out  prominently,  but  not  so  tight  as 
to  suppress  the  radial  pulse. 

Bloodletting  by  venepuncture  is  one  of  the  simplest 
operations  imaginable.  It  is  readily  executed  by 
every  physician  and  I  have  as  yet  to  hear  the  first 
objection  to  its  employment  by  the  patient  or  his 
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relatives.  Venepuncture,  as  far  as  my  personal 
opinion  goes,  is  destined  to  entirely  change  the  status 
of  bloodletting.  The  simplicity  of  the  procedure 
will  again  bring  bloodletting  into  vogue;  this  will 
be  turned  to  account  in  suitable  and  unsuitable 
cases  and,  like  all  new  or  rejuvenated  therapeutic 
methods,  its  employment  will,  no  doubt,  be  grossly 
abused  and  its  value  exaggerated. 

In  chronic  uremia,  a  forlorn  cause,  here  too  we 
cannot  expect  bloodletting  to  accomplish  wonders. 
Yet,  it  is  a  potent  and  withal  a  safe  remedy,  one  that 
should  be  resorted  to  in  many  instances  of  the  affec- 
tion. It  may  not  disperse  all  the  uremic  manifesta- 
tions, but  it  is  likely  to  put  a  temporary  check  on  one 
or  the  other.  It  is  frequently  attended  by  a  recrea- 
tive sleep,  after  which  the  patient  regains  conscious- 
ness. Impending  convulsions  are  prevented,  active 
convulsions  often  suppressed ;  respiration  is  generally 
regulated;  temperature  increases  temporarily  and 
pulse  frequency  diminishes  as  a  rule;  diuresis  is 
mostly  augmented  and  urinary  albumin  and  renal 
elements  may  be  excreted  in  lesser  amounts.  The 
life  of  the  patient  is  spared,  for  the  time  being,  and 
that  is  all  we  can  look  forward  to  in  chronic  cases  of 
uremia. 
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Fig.  1. — Stem's  trocar;   A,  trocar   handle;    B,  thumb-rest;  C,  cannula; 
D,  blood  outlet  or  infusion  inlet;  E,  perforator;  F,  packing  box  cap. 


Fig.  2.— Illustrating  mode   of   introduction   of   Stem's  trocar  into  the 
cephalic  vein. 
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The  remarks  composing  this  paper  are  based  upon  a 
practice  in  abdominal  surgery  covering  a  period  of 
sixteen  years  and  are  merely  intended  to  represent 
the  writer's  personal  views  and  those  methods  that 
he  has  found  most  serviceable  in  making  the  diagnosis 
of  renal  neoplasms  and  other  lesions  causing  enlarge- 
ment of  the  kidney. 

As  in  every  other  branch  of  surgery,  affections  of 
the  kidney  require  a  complete  history  of  the  case  in 
order  to  arrive  at  a  correct  diagnosis.  Patients  often 
make  mistakes  when  their  opinion  is  asked  about  the 
size  and  growth  of  the  tumor  present,  but,  generally, 
they  will  be  able  to  accurately  give  the  starting- 
point  of  the  tumor,  and  very  much  depends  upon 
this  fact.  In  most  cases  there  are  disturbances  in 
digestion,  and  after  a  certain  lapse  of  time  vomiting 
occurs,  and  later  on  emaciation.  The  patient  will 
also  complain  of  headache  and  pain  in  the  renal 
region,  which  in  some  instances  is  not  especially 
marked,  but  it  is  continuous  and  of  a  rather  dragging, 
dull  kind.  In  other  cases  the  pain  occurs  only 
occasionally  and  is  then  severe  and  sharp,  radiating 

*Re«d  by  title. 
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toward  the  thighs.  Disturbances  in  the  micturition 
will  be  noticed,  such  as  some  diminution  in  amount 
or,  on  the  other  hand,  there  may  be  polyuria.  Blood 
or  pus  may  be  found  in  the  urine.  These  symptoms 
when  combined  with  a  swelling  in  the  abdomen,  are 
usually  enough  to  cause  the  patient  to  consult  the 
surgeon. 

On  inspection,  when  the  tumor  has  reached  a 
certain  size,  swelling  of  the  abdomen  will  be  readily 
seen  when  the  patient  lies  on  the  back  or  side.  It 
may  also  project  into  the  lumbar  region,  but  one 
should  not  conclude  from  this  fact  that  a  renal 
enlargement  exists.  Extensive  dilatation  of  the 
abdomiaal  veins  is  of  little  consequence  as  far  as  the 
diagnosis  is  concerned,  because  it  is  encountered  in 
many  other  affections,  particularly  in  hepatic  cirrhosis. 

Palpation  is  far  more  important  than  inspection, 
and  numerous  are  the  methods  that  have  been 
advised.  Guyon  has  insisted  on  renal  ballottement. 
Much  may  also  be  obtained  by  feeling  the  border  of 
the  liver  and  spleen,  but,  in  point  of  fact,  this  is 
frequently  a  difficult  matter,  particularly  when 
adhesions  are  present.  The  consistency  of  the  tumor 
should  be  noted,  and  if  a  grating  noise  may  be  elicited, 
it  is  suggestive  of  renal  calculi.  Palpation  of  the 
growth  is  possible  when  the  patient  is  not  too  fat 
and  when  the  tension  of  the  abdominal  walls  is  not 
too  great.  The  lower  pole  of  the  tumor  can  often 
be  made  out  because  it  does  not  usually  sink  behind 
the  iliac  crest.  Its  posterior  internal  border  may 
sometimes  be  rendered  difficult  of  detection  when  a 
marked  physiological  lordosis  exists.  The  intestine 
should  always  be  thoroughly  emptied  before  the 
examination  is  undertaken. 

Placing  the  patient  on  the  normal  side  will  some- 
times be  of  service :  one  examining  hand  is  placed  on 
the  anterior  abdominal  wall,  the  other  over  the  lumbar 
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region.  During  respiration  the  tips  of  the  fingers 
should  be  made  to  glide  over  the  lower  pole  of  the 
kidney.  Although  it  has  been  upheld  that  the  kidney 
does  not  move  with  the  respiration,  I  have,  in  quite 
a  few  cases  where  the  organ  was  enlarged  and  not 
adherent,  been  able  to  prove  that  it  does  follow  the 
respiration.  An  enlarged  non-adherent  kidney  will 
excurse  from  the  beginning  of  inspiration  to  the 
completion  of  the  act,  while  the  liver  excurses  only 
at  the  end  of  inspiration. 

Ballottement  is,  perhaps,  the  best  diagnostic 
means  that  we  have  for  proving  that  the  tumor 
really  lies  in  the  lumbar  region,  provided  it  has  not 
reached  such  a  size  that  it  has  become  adherent 
to  the  anterior  abdominal  wall.  When  this  has 
occurred  the  renal  origin  of  the  growth  can  often 
be  established  if  the  other  abdominal  viscera  can  be 
palpated  separately  from  the  growth.  The  renal 
origin  of  the  tumor  can  furthermore  be  established 
in  many  cases  by  its  retroperitoneal  position,  as  is 
sho-vvTi  by  the  presence  of  the  ascending  or  descending 
colon  running  over  the  anterior  surface  of  the  tumor, 
and  may  be  felt  there  as  a  narrow,  firm  band  which 
can  be  rolled  under  the  fingers  when  it  is  empty; 
should  it  contain  gas  it  will  be  detected  in  the  form 
of  a  soft,  sausage-shaped  protrusion.  Frequently, 
however,  it  cannot  be  felt,  particularly  on  the  right, 
where,  on  account  of  the  position  of  the  intestine 
in  relation  to  the  kidney,  the  former  is  frequently 
pushed  inward  or  downward.  These  statements 
apply  only  to  tumors  which  have  not  reached  an 
excessive  development  and  are  of  no  value  in  those 
instances  where  the  growth  occupies  the  entire  half 
of  the  abdominal  cavity. 

[|  Confusion  with  other  tumors  is  quite  possible  when 
portions  of  the  intestines  are  present  over  the  anterior 
aspect  of  hepatic  or  ovarian  growths  as  a  result  of 
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adhesions.  Thus,  for  example,  the  small  intestine 
was  found  lying  across  the  neck  of  a  cystic  gall 
bladder  to  which  it  adhered.  In  these  cases  palpation 
will  only  be  of  value  when  the  border  of  the  liver 
can  be  distinctly  made  out  from  that  of  the  tumor. 
Then,  again,  one  cannot  always  exclude  the  hepatic 
origin  of  the  growth  from  the  mere  fact  that  the  free 
edge  of  the  liver  can  be  made  out,  because  a  neoplasm 
may  arise  on  under  surface  of  the  organ. 

The  nature  of  a  renal  growth  is  not  always  easy 
to  ascertain  by  simple  palpation.  However,  it  may 
be  said  that  there  are  three  pathognomonic  results, 
movable  kidney  being  excluded,  which,  however, 
are  not  frequently  encountered.  These  are:  (1) 
Hydatid  thrill;  (2)  a  grating  sound  when  several 
large  stones  are  present  in  the  renal  pelvis  in  thin 
subjects  with  flaccid  abdominal  walls — ^this  is  a  very 
rare  occurrence,  but  such  cases  have  been  encoun- 
tered; (3)  shrinking  of  the  tumor  when  pressed  upon, 
in  which  case  one  is  dealing  with  a  retention  cyst 
which  has  discharged  a  portion  of  its  contents  into 
the  bladder.  The  presence  of  fluctuation  is  often 
very  difficult  to  detect,  and  even  when  it  can  be 
the  nature  of  the  cystic  growth  cannot  always  be 
surmised. 

I  will  particularly  insist  upon  the  fact  that  ballotte- 
ment  may  be  elicited  in  certain  cystic  growths  arising 
from  the  under  surface  of  the  liver  and,  consequently, 
this  sign  must  never  be  considered  as  absolutely 
pathognomonic  as  far  as  cystic  growths  of  the  kidney 
are  concerned.  Then,  again,  any  cystic  growth  of 
the  omentum  or  spleen  may  give  rise  to  ballottement, 
provided  that  the  growth  is  in  contact  with  the  pos- 
terior abdominal  wall. 

A  renal  growth  sinks  down  to  the  iliac  fossa  when 
it  extends  as  far  as  the  median  line,  and  when  not 
very  large  it  is  never  in  direct  contact  with  the 
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anterior  abdominal  wall.  Under  these  circumstances 
it  can  usually  be  pushed  back  into  the  lumbar  fossa 
with  ease.  On  the  other  hand,  tumors  lying  under 
the  liver  are  separated  from  the  latter  by  a  tym- 
panitic zone.  They  will  be  found  to  follow  the 
respiratory  movements  when  the  patient  is  lying  on 
the  back  and  will  rise  toward  the  costal  margin, 
and  will  then  show  a  distinct  sulcus  behind  the  anterior 
abdominal  wall  and  they  cannot  be  reduced  into  the 
lumbar  fossa. 

Generally  speaking,  palpation  of  the  kidney  with 
the  patient  lying  on  his  side,  when  alone  resorted  to, 
is  not  of  any  great  importance,  and  I  feel  that  it  is 
the  most  difficult  of  aU  methods  of  palpation  and  is 
only  of  real  value  when  the  renal  enlargement  is 
still  limited  in  extent. 

Attention  should  also  be  called  to  certain  cases 
in  which  a  portion  of  the  kidney  is  the  seat  of  a  cystic 
or  solid  growth,  and  the  remainder  of  the  organ 
retains  its  shape  and  rests  upon  the  tumor  like  a 
cask.  When  this  condition  of  affairs  can  be  made 
out  it  is  valuable  from  the  diagnostic  standpoint, 
because  in  the  case  of  an  abdominal  tumor  of  doubt- 
ful nature,  it  is  characteristic  of  the  kidney  alone. 
The  relation  of  the  ascending  or  descending  colon  to 
the  anterior  aspect  of  the  tumor  is  of  diagnostic 
value  only  inasmuch  as  it  shows  that  the  growth  is 
retroperitoneal. 

Percussion  is  also  of  value  in  the  diagnosis  of  a 
renal  tumor.  When  the  kidney  is  normal  or  when 
the  patient  is  very  stout,  percussion  is  of  no  use,  but 
it  is  of  importance  when  the  kidney  is  enlarged.  The 
colon  is  pushed  forward  and  inwardly  when  the  growth 
is  large,  and  is  usually  flattened  out;  and  if  its  exact 
location  is  to  be  detected  it  should  first  be  artificially 
distended.  As  a  characteristic  sign  of  a  renal  tumor 
I  believe  that  the  palpable  borders  are  never  the  same 
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as  those  found  by  percussion.  I  have  never  been 
able  to  percuss  the  internal  border  of  a  greatly  en- 
larged kidney.  The  upper  border  of  the  right  kidney 
cannot  be  separated  from  the  liver  dullness,  but  that 
of  the  left  can  occasionally  be  separated  from  the 
splenic  dullness,  particularly  in  elderly  people.  The 
external  border  can  be  mapped  out  in  almost  all  cases, 
likewise  a  distinct  space  can  always  be  found  between 
the  lower  pole  of  the  kidney  and  the  iliac  crest.  If 
there  is  much  fat  and  oedema  in  the  renal  region, 
enlargement  of  the  liver,  or  ascites,  the  result  of 
percussion  is  rendered  unsatisfactory. 

Exploratory  puncture  of  a  renal  tumor  in  the 
lumbar  region  has  often  been  recommended,  and  in 
certain  affections,  such  as  hydronephrosis,  echino- 
coccus  cyst,  or  cystic  kidney,  it  is  certainly  of  ad- 
vantage upon  the  condition  that  operation  is  immedi- 
ately carried  out,  because  otherwise  there  is  danger 
of  infection .  Puncture ,  which  formerly  was  considered 
important  for  the  discovery  of  malignant  growth 
cells  is  of  little  value  and  probably  will  fail  in  most 
instances. 

The  fluid  removed  from  a  hydronephrosis  is  usually 
clear,  with  a  specific  gravity  of  1,008  to  1,020.  Its 
composition  may  have  undergone  considerable  change 
from  the  secondary  processes.  For  example,  it  may 
become  cloudy  and  albuminous  from  admixture  of 
mucus  and  pus.  Microscopically,  uric  acid  crystals 
are  found.  In  cystic  kidneys  there  is  always  polyuria 
and  consequently  the  specific  gravity  is  much  di- 
minished. The  fluid  may  also  contain  altered  red 
blood  cells  and  cells  containing  pigment  of  a  peculiar 
dark  brown  hue.  Fluid  from  an  echinococcus  cyst 
is  usually  very  clear,  of  neutral  or  alkaline  reaction, 
a  low  specific  gravity,  rich  in  sodium  chloride  which 
crystalizes  on  evaporation.  Albumin  is  absent  or,  if 
present,  only  a  trace  can  be  found.  Succinic  acid 
is  said  to  be  a  constant  constituent. 
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Referring  now  to  exploratory  incision,  it  is  my 
opinion  that  when  this  is  done  for  diagnostic  purposes, 
laparotomy  should  be  resorted  to,  because  it  gives  a 
view  of  the  entire  abdominal  cavity  and,  what  is  still 
more  important,  the  supposedly  normal  kidney. 
The  operation  on  the  kidney  involved  should  immedi- 
ately follow  the  exploratory  incision  so  as  not  to 
submit  the  patient  to  two  interferences. 

To  sum  up  the  question  of  physical  examination, 
I  would  say  that  inspection,  percussion  of  the  lumbar 
region,  as  well  as  an  exploratory  puncture,  are  of  no 
particular  value  when  taken  alone.  The  results  are 
of  greater  value  by  percussion  over  the  anterior  aspect 
of  the  growth,  while  the  most  important  of  all  is 
palpation.  The  lateral  position  of  the  patient  is  not, 
to  my  mind,  nearly  as  good  as  the  dorsal  position, 
but  in  some  cases  both  may  be  resorted  to  with 
advantage.  The  cases  where  exploratory  laparotomy 
is  indicated  are:  (1)  those  in  which  the  diagnosis  of 
malignant  growth  is  uncertain;  (2)  in  certain  cases 
of  anuria;  (3)  to  ascertain  the  presence  and  condition 
of  the  other  kidney,  and  (4)  in  severe  contusion  of  the 
kidney. 

The  use  of  the  c)^toscope  and  ureter  catheter  must 
also  be  resorted  to,  as  much  valuable  information 
may  be  derived  therefrom.  The  condition  of  the 
urine  flowing  from  each  ureteral  orifice,  likewise  the 
manner  in  which  it  is  projected,  are  ascertained. 
The  ureteral  catheter  is  of  use  in  detecting  obstruction 
of  the  ureter  and  also  the  presence  of  a  small  hydrone- 
phrosis, but  when  the  latter  lesion  has  caused  a  large 
dilatation  of  the  renal  pelvis  this  mode  of  investigation 
will  usually  be  fotmd  of  no  use  because  some  abnormal 
condition  of  the  ureter  has  occurred  which  will 
prevent  the  instrument  from  reaching  the  kidney 
pelvis. 

Personally  I  have  been  well  satisfied  with  the  use 
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of  Luys'  separator  in  order  to  obtain  the  urine  from 
each  kidney,  and  having  had  considerable  experience 
with  this  instrument  I  feel  that  it  may  be  safely 
advocated  provided  that  the  technique  of  its  em- 
ployment, as  exposed  by  its  originator,  be  strictly 
followed. 

Considering  now  the  question  of  renal  tumors,  it 
may  be  said  that  the  diagnosis  can  be  made  by 
palpation,  the  changes  in  the  urine,  and  hematuria. 
The  cystoscope  will  show  blood  coming  from  the 
ureter  of  the  diseased  side  if  the  kidney  happens 
to  be  bleeding  at  the  time.  In  some  cases  cloudy 
urine  will  be  seen  coming  from  the  ureter.  Catheter- 
ism  of  the  ureter  will  give  the  same  results  as  the 
cystoscope,  namely,  bloody  or  cloudy  urine,  in  which 
one  may  occasionally  be  fortunate  enough  to  find 
fragments  of  the  growth.  In  cases  of  so-called 
essential  hemorrhage,  palpation  will  remain  negative 
and  hematuria  is  the  only  symptom  present.  The 
cystoscope  will  show  blood  coming  from  the  ureter, 
while  catheterism  will  reveal  nothing  more.  Aneu- 
rysm and  hematic  cysts  of  the  kidney,  which  are 
extremely  rare,  cannot  usually  be  demonstrated  by 
palpation.  The  cystoscope  and  ureter  catheterism 
are  valueless.  Pyonephrosis,  whether  due  to  tubercu- 
losis or  some  other  infection,  may  give  rise  to  en- 
largement of  the  kidney,  but  in  these  cases  the  patient 
is  weak,  there  are  fever,  pain,  and  marked  changes 
in  the  urine. 

The  diagnosis  of  hydronephrosis  is  made  by  palpa- 
tion, the  changes  found  in  the  urine,  polyuria, 
oliguria,  anuria,  etc.  The  cystoscope  and  ureteral 
catheterism  will  make  it  evident  that  no  urine  flows 
from  one  of  the  ureters.  In  cases  of  small  hydro- 
nephrosis the  urine  may  be  drawn  by  the  ureteral 
catheter,  after  which  the  size  of  the  tumor  will  have 
diminished.      But    this    only    applies    to    moderate 
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dilatation  of  the  renal  pelvis,  and  in  the  large  hydro- 
nephroses there  is  almost  invariably  an  obstruction 
of  the  ureter  which  cannot  be  overcome  by  the 
catheter. 

Large  hydronephrotic  tumors  conceal  their  evolu- 
tion behind  countless  syndromes.  They  have  often 
been  mistaken  for  ovarian  cystoma;  their  lower  pole 
extending  into  the  small  pelvis  could  easily  be  felt 
per  vaginam  in  the  form  of  a  fluctuating  mass  on 
one  side  of,  or  behind  the  uterus,  and  quite  independ- 
ent of  the  latter.  I  am  aware  of  ten  instances  where 
this  condition  occurred. 

In  another  instance  the  tumor  took  on  the  aspect 
of  a  hydatid  cyst  of  the  liver  or  of  the  pancreas,  and 
in  one  of  my  cases  a  calculous  hydronephrosis  was 
accompanied  by  icterus  from  compression,  thus 
simulating  a  pancreatic  growth. 

In  these  cases  this  renal  lesion  has  simulated 
appendicitis,  with  violent  paroxysms  of  pain,  vomiting 
and  other  digestive  disturbances.  The  tumor  ex- 
tended into  the  right  iliac  fossa  and  was  mistaken 
for  an  appendicular  abscess.  The  operation  revealed 
the  true  condition  and  a  healthy  appendix. 

In  tuberculous  subjects  a  hydronephrosis  is  often 
overlooked  and  is  only  found  at  autopsy.  I  have 
met  with  one  such  case  in  which  the  only  symptoms 
complained  of  were  indefinite  renal  pain  and  severe 
pain  on  micturition. 

A  hydronephrosis  may  also  closely  simulate  renal 
lithiasis,  pregnancy,  or  a  lesion  of  the  pylorus. 

There  is  no  diagnostic  criterion,  but  ureteral 
catheterism  is  useful  and  should  never  be  neglected, 
for  often  it  will  affirm  the  diagnosis  and  reveal  the 
physiological  condition  of  the  kidney.  The  areas 
of  dullness  and  tympany  should  be  mapped  out  by 
percussion,  which  will  at  least  indicate  the  retro- 
peritoneal location  of  the  tumor,  and  the  examina- 
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tion  should  always  be  concluded  by  a  careful  analysis 
of  the  urine  from  each  kidney,  when  it  can  be  obtained. 

As  to  the  urine  from  a  diagnostic  standpoint,  it 
may  be  said  that  traces  of  albumin  can  be  demon- 
strated in  almost  every  renal  affection.  It  is  found 
in  nephritis  and  cystic  kidney.  Hematuria  is  en- 
countered in  carcinoma  and  sarcoma.  Blood- 
pigment  crystals,  fatty  granules,  and  epithelial 
elements  are  also  found.  It  must  be  said,  however, 
that  in  some  cases  of  renal  tumor,  even  when  far 
advanced,  no  changes  in  the  urine  can  be  detected. 

The  large  polycystic  kidney  is  ordinarily  bilateral. 
The  kidneys  may  reach  enormous  dimensions,  even 
extending  as  far  as  the  pelvis  and  may  occupy  the 
greater  part  of  the  abdominal  cavity,  and  it  is  in  just 
these  cases  that  a  differential  diagnosis  between 
ovarian  cysts  must  be  made. 

A  polycystic  kidney  is  composed  of  a  number  of 
cysts  of  various  sizes,  the  largest  being  the  size  of  a 
small  apple,  while  microscopical  ones  are  also  present. 
The  contents  of  the  cysts  resemble  bile  and  some  are 
brownish-red,  this  being  due  to  hemorrhage. 

In  most  cases  the  patient  presents  the  typical 
symptoms  of  chronic  nephritis,  and  unless  the  renal 
region  is  palpated  no  enlargement  of  the  kidney  will 
be  evident.  In  these  cases  there  is  polyuria,  the 
urine  is  of  low  specific  gravity  and  contains  albumen ; 
there  is  cardiac  hypertrophy  and  anemia.  Hema- 
turia occurs,  and  in  this  it  is  distinctive  from  the 
small  contracted  kidney.  The  urine  contains  a  large 
number  of  casts,  both  granular  and  hyaline. 

Palpation  reveals  an  absolutely  characteristic 
condition  of  affairs,  the  kidney  being  felt  much 
enlarged,  hard,  and  with  an  irregular  surface.  This 
affection  is  differentiated  from  malignant  renal 
growths  by  its  very  chronic  progress  which  lasts  for 
years,  and  because  it  usually  involves  both  kidneys. 
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The  simultaneous  presence  of  cysts  of  the  liver  which 
can  easily  be  palpated,  helps  the  diagnosis.  Lejars 
collected  sixty-three  cases  of  polycystic  kidney, 
and  in  eleven  instances  there  were  multiple  cysts 
in  the  liver.  It  is  probable  that  this  affection  is 
congenital  and  only  develops  as  time  goes  on. 

The  differential  diagnosis  must  be  made  between 
hydronephrosis,  echinococcus,  and  ovarian  tumors. 
These,  contrary  to  the  polycystic  kidney,  are  usually 
imilateral  and  fluctuate.  The  polycystic  kidney  is 
very  hard  and  fluctuation  can  rarely,  if  ever,  be 
detected. 

Renal  tumors  always  have  the  colon  in  front  of 
them,  while  ovarian  tumors  hardly  ever  present 
this  condition. 

The  s)miptoms  of  echinococcus  cyst  are  not  charac- 
teristic in  the  beginning,  and  not  tmtil  the  cyst  has 
reached  quite  good-sized  dimensions  can  a  tumor 
be  felt  and  it  is  then  hard  and  can  only  be  made 
to  fluctuate  if  a  portion  of  the  fluid  is  removed  by 
puncture.  Naturally,  the  most  important  diagnostic 
signs  are  to  be  sought  for  in  the  microscopic  and 
chemical  examination  of  the  fluid. 

Large  hydronephroses  develop  gradually  and  slowly 
displace  the  ureter.  This  lesion  is  probably  much 
more  frequent  in  women  than  in  the  male  and,  there- 
fore, confusion  arises  in  the  diagnosis  between  a 
renal  tumor  and  ovarian  cystoma.  Nevertheless, 
the  diagnosis  can  usually  be  made.  In  the  first  place, 
the  location  of  the  tumor,  as  long  as  it  remains  small, 
is  in  the  lumbar  region,  and  then  again  one  can 
palpate  the  lower  pole  of  a  large  hydronephrosis 
above  the  symphysis.  And  lastly,  the  position  of  the 
uterus  will  establish  the  diagnosis.  The  colon  lies 
in  front  of  the  renal  growth,  whether  the  latter  be 
large  or  small,  and  if  the  lower  pole  of  the  tumor 
be  seized  by  the  hand  it  can  usually  be  forced  up, 
to  a  certain  extent,  into  the  lumbar  region.     The 
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hydronephrosis  can  then  be  palpated  in  its  anatomical 
position.  If,  however,  the  tumor  is  adherent  or 
only  slightly  movable,  air  may  be  injected  into  the 
rectum,  and  the  course  of  the  colon  over  the  anterior 
aspect  of  the  tumor  can  then  be  made  out. 

The  differential  diagnosis  between  ovarian  growths 
and  cystic  enlargement  of  the  kidneys  can  ordinarily 
be  made  with  ease,  but,  nevertheless,  an  erroneous 
diagnosis  can  be  made,  even  by  those  most  skilled, 
and  the  mistake  is  not  discovered  until  the  abdomen 
has  been  opened.  Both  hard  and  cystic  renal  growths 
may  be  mistaken  for  ovarian  tumors.  Solid  tumors 
of  the  kidney,  whether  benign  or  malignant,  may 
closely  simulate  a  malignant  pseudocolloid  or  cysto- 
sarcomatous  growth,  while  various  types  of  ovarian 
cystomata  may  assume  an  appearance  very  like 
pyelitis,  pyonephrosis,  cystic  transformation,  and 
echinococcus  of  the  kidney.  Although,  occasionally, 
coils  of  intestine  are  found  in  front  of  ovarian  growths 
and  behind  movable  renal  tumors,  this  is  very 
exceptional.  Large  tumors  of  the  right  kidney  usually 
have  the  ascending  colon  running  along  their  inner 
aspect.  When  the  gut  is  found  running  over  the 
anterior  surface  of  an  abdominal  growth,  this  is  a 
signal  for  a  careful  examination  of  the  urine.  Never- 
theless, the  urine  may  be  found  normal,  because  the 
healthy  kidney  alone  is  secreting.  If  there  is  any 
doubt  as  to  whether  or  not  the  colon  can  be  felt, 
inflation  of  the  gut  should  be  resorted  to  and  then 
both  percussion  and  auscultation  will  immediately 
settle  matters.  Ovarian  cystoma  and  renal  cysts 
may  both  change  in  size.  When  the  kidney  is  the 
seat  of  the  disease  it  may  discharge  its  contents  into 
the  bladder,  while  an  ovarian  cyst  can  only  discharge 
into  the  bladder  when  it  is  adherent  to  this  organ 
and  has  ulcerated  into  it.  Dermoids  are  more  prone 
to  do  this  than  any  other  type  of  ovarian  growth. 
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so  that  the  cystoscope  and  analysis  of  the  urine  will 
usually  clear  up  the  diagnosis.  If  an  exact  history 
of  the  case  can  be  obtained  and  one  can  be  assured 
that  the  growth  was  first  noticed  between  the  costal 
border  and  the  iliac  crest,  it  may  be  assumed  that 
it  is  renal  in  origin.  If  the  growth  is  from  the  ovary, 
the  patient  will  have  first  noticed  it  in  the  hypo- 
chondriac region  and  then  it  will  have  developed 
upward.  Ovarian  cy^ts,  when  very  small  with  a  long 
pedicle,  can  alone  be  mistaken  for  an  enlarged 
movable  kidney.  In  tumors  of  the  kidney  we  will 
get  the  history  of  hematuria,  renal  colic,  or  con- 
siderable difference  in  the  amoimt  and  aspect  of  the 
urine,  while  in  ovarian  tumors,  unless  there  are 
pressure  symptoms  on  the  bladder,  nothing  will  be 
noted  as  far  as  urinary  symptoms  are  concerned. 
If  all  these  facts  are  considered,  a  diagnosis  can  be 
made  in  the  majority  of  cases. 

Retroperitoneal  lipomata  may  give  rise  to  some 
difficulty  in  the  diagnosis,  because,  as  they  fluctuate, 
they  may  be  mistaken  for  a  cystic  tumor  of  the  kidney. 
Sjnnptomatically  they  only  cause  discomfort.  Cysts 
of  the  pancreas  and  spleen  must  also  be  recalled,  but 
generally  their  diagnosis  will  not  be  difficult. 

If  a  cystic  tumor  has  been  discovered,  the  age  and 
history  of  the  patient  will  usually  allow  one  to  exclude 
the  diagnosis  of  a  malignant  growth,  likewise  a  pus- 
kidney,  when  there  is  no  elevation  of  the  temperature 
and  no  bladder  symptoms,  but  echinococcus  and 
hydronephrosis  may  be  a  matter  of  considerable 
diagnostic  difficulty.  I  would  repeat  again  that  no 
fluctuation  can  be  elicited  in  the  polycystic  kidney. 

"We  now  come  to  the  consideration  of  malignant 
renal  growths.  Sarcomata  are  more  frequently 
encountered  in  childhood;  they  are  large  mixed 
neoplasms  (adenosarcoma,  rhabdosarcoma) ,  they 
break  through  their  capsule  at  a  late  date  in  the 
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process,  but  before  this  takes  place  they  frequently 
set  up  inflammatory  adhesions.  Carcinomata  are 
felt  as  large  growths,  break  through  the  capsule  at 
an  early  date,  and  when  seen  are  usually  immovable. 
Otherwise,  the  symptoms  between  the  two  types  of 
neoplasm  are  the  same.  Sarcoma  of  the  kidney  may 
occur  at  any  age,  but  it  is  most  frequently  met  with 
between  the  first  and  fifth  years  of  life  and  after  fifty 
years  of  age.  It  grows  quite  rapidly,  its  surface  is 
rather  irregular,  and  in  consistency  it  may  be  either 
soft  or  hard.  The  colon  and  duodenum  are  often 
involved  in  the  process  and  the  result  of  this  is  dilata- 
tion of  the  stomach.  (Edema  of  the  lower  limbs 
occurs  as  a  result  of  compression  of  the  inferior  vena 
cava.  When  they  have  reached  a  considerable  size 
the  diaphragm  is  pushed  up  so  that  dyspnea  results. 

A  very  important  symptom,  when  present,  is  a 
left-sided  varicocele;  this  has  not  infrequently  been 
met  with  in  adults,  but  it  must  be  very  rare  in 
children,  as  I  can  only  find  it  recorded  in  two  cases, 
once  by  Czemy  and  once  by  Bastianelli. 

The  diagnosis  of  a  malignant  renal  neoplasm  can 
be  made  with  relative  ease  if  hematuria  and  a  tumor 
are  both  present.  If  palpation  reveals  an  enlarge- 
ment of  the  kidney  which  is  not  very  painful,  one 
has  very  good  reason  to  suspect  the  nature  of  the 
growth.  By  exclusion  and  the  use  of  the  cystoscope 
one  will  be  able  to  eliminate  papilloma  or  epithelioma 
of  the  bladder.  Renal  lithiasis  gives  rise  to  severe 
spontaneous  pain,  likewise  pain  on  palpation,  while 
the  kidney  is  not  increased  in  size  unless  a  uronephro- 
sis has  taken  place  from  obstruction  of  the  ureter  by 
a  calculus. 

In  malignant  disease  the  migration  of  vermiform 
clots  can  cause  pain,  but  it  is  nothing  like  that 
resulting  from  the  passage  of  a  calculus.  In  calculosis 
there  is  nearly  always  a  certain  amount  of  pyelone- 
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phritis,  so  that  the  urine  is  cloudy,  while  in  renal 
cancer  the  urine  becomes  clear  after  the  bleeding  has 
ceased. 

Papillomata  or  epitheliomata  of  the  renal  pelvis 
also  bleed,  and  the  kidney  may  be  increased  in  size, 
but  only  intermittently  when  the  ureter  becomes 
clogged  by  blood-clot. 

A  large  kidney  which  does  not  vary  in  size,  or  only 
slightly  so,  is  generally  the  seat  of  malignant  change, 
and  any  sudden  increase  in  size  is  due  to  a  hemorrhage 
into  the  tumor  substance  or  renal  pelvis.  This 
bleeding  may  so  exactly  simulate  renal  colic  that 
this  fact  should  always  be  recalled. 

The  hemorrhagic  type  of  renal  tuberculosis  is 
characterized  by  hematuria,  and  in  some  cases  the 
writer  has  seen  it  reach  such  intensity  that  it  com- 
pletely overshadowed  all  other  symptoms,  so  that 
malignant  disease  of  the  kidney  or  a  hematuric 
nephritis  was  suspected,  but  the  kidney  was  not 
sufficiently  enlarged  to  be  palpated  so  that  malignant 
growth  could  be  eliminated. 

A  very  rare  form  of  renal  tuberculosis  is  the  so- 
called  neoplastic  type,  where  a  tumor  in  one  of  the 
lumbar  regions  is  the  first  symptom  attracting  atten- 
tion, the  true  nature  of  which  is  often  most  difficult 
to  determine. 

The  principal  symptoms  of  malignant  disease  of  the 
kidney  are  pain  in  the  hypochondrium  of  a  drawing 
nature,  and  when  the  tumor  becomes  large  there  is  a 
feeling  of  pressure  and  intra-abdominal  distension. 
The  growth  frequently  develops  rapidly,  is  usually 
rounded  and  of  soft  consistence,  and  often  it  is 
bound  down  by  adhesions.  Hematuria  does  not 
always  take  place,  but  it  vnll  be  encountered  at  some 
time,  usually  toward  the  terminal  period  of  affection. 
When  it  does  occur  it  is  of  intermittent  type,  and 
may  or  may  not  be  accompanied  by  pain.     When 
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the  kidney  is  not  bleeding  the  analysis  of  the  urine 
is  negative.  Other  symptoms  arise,  which  are  due 
to  the  presence  of  adhesions.  When  the  disease  has 
advanced  there  is  loss  of  appetite,  vomiting,  local 
oedema,  and  cachexia.  Nevertheless,  there  are  some 
cases  where  the  progress  of  the  affection  is  unattended 
by  any  symptoms. 

The  clinical  picture  may  be  divided  into  two 
symptomatic  groups,  which,  when  they  occur  to- 
gether, make  the  diagnosis  easy,  but  in  the  beginning 
of  the  process  they  are  not  always  easy  to  interpret. 
These  two  groups  represent  the  functional  disturb- 
ances and  the  physical  signs.  To  the  former  belong 
hematuria,  pain,  and  cachexia;  the  latter  are  de- 
pendent upon  the  growth  of  the  tumor.  In  the  adult, 
hematuria  occurs  in  more  than  one-half  of  the  cases 
of  sarcoma,  while  in  carcinoma  it  is  present  in  seventy- 
five  per  cent,  and  of  these  it  occurs  in  twenty-five 
per  cent  as  the  first  initial  symptom.  The  character 
of  the  hemorrhage  indicates  a  renal  neoplasm,  when 
it  occurs  repeatedly,  without  any  history  trauma, 
and  is  continuous  for  some  time  in  fairly  large 
amounts. 

Local  pain  is  very  rarely  absent  throughout  the 
entire  course  of  the  disease,  but  in  children  it  is  very 
apt  to  be  wanting,  in  spite  of  the  frequently  very 
rapid  development  of  the  tumor.  As  an  early  symp- 
tom of  the  disease  in  the  adult  it  occurs  in  about 
twenty-eight  per  cent,  while  in  children  in  only  about 
seven  per  cent  (Chevalier). 

Loss  of  weight  and  cachexia,  as  the  only  early 
symptoms  of  the  disease  are,  according  to  Chevalier, 
noted  in  the  adult  in  eighteen  per  cent,  and  in  children 
nineteen  per  cent.  The  most  constant  sign  of  malig- 
nant growth  is  tumor,  which  is  absent  in  only  a  very 
small  number  of  cases. 

For  diagnostic  purposes,  malignant  renal  growths 
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may  be  divided  into  three  groups.  To  the  first  belong 
those  cases  in  which  by  palpation  a  growth  has  been 
foxind,  with  the  absence  of  every  other  symptom. 
If  only  a  tumor  can  be  found,  errors  are  frequently 
committed  as  to  its  mobility  and  size,  in  the  former 
for  the  reason  that  the  viscera  which  are  adherent 
to  the  tumor  are  very  movable,  and  for  the  latter, 
because  the  development  of  malignant  renal  growths 
generally  occurs  in  an  upward  direction  into  the 
subdiaphragmatic  space  where  it  is  difficult  to  palpate 
them.  The  reason  for  this  is  that  frequently  the 
growth  develops  in  the  upper  pole  of  the  kidney. 
This  is  especially  true  of  the  left  kidney  because  there 
is  no  large  organ  on  that  side  and  tumors  of  con- 
siderable size  may  escape  recognition,  so  that  a 
negative  result  from  palpation  does  not  signify  that 
there  is  no  tumor  present. 

In  the  second  group  of  tumors  we  have  those  cases 
where  the  kidney  is  enlarged  and  hematuria  is  also 
present.  It  would  seem  from  this  that  the  diagnosis 
in  these  cases  would  be  an  easy  matter,  but  fre- 
quently this  condition  of  affairs  simulates  nephro- 
lithiasis, and  often  even  with  the  use  of  ureteral 
catheter  and  the  X-ray  there  is  still  doubt,  so  that 
an  exploratory  incision  must  be  resorted  to. 

In  the  third  group  may  be  placed  those  cases 
where  there  is  hematuria  without  a  palpable  tumor. 
A  differentiation  between  renal  hemorrhage  and 
bladder  hemorrhage  is  readily  cleared  up  by  the  use 
of  the  cystoscope.  However,  it  is  important  to  bear 
in  mind  that  in  some  cases  the  involved  kidney 
does  not  give  rise  to  bleeding  and  the  hemorrhage 
observed  comes  from  the  otherwise  normal  kidney. 
Separation  of  the  urine  will  not  always  indicate  the 
functional  activity  of  the  diseased  kidney,  so  that 
here,  again,  an  exploratory  incision  is  required. 
However,  in  this  case,  it  should  be  made  in  the  lumbar 
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region    because    laparotomy    does    not    expose    the 
neoplasm. 

Some  cases  of  renal  neoplasm  will  have  a  very 
rapid  course,  while  there  are  others  of  undoubted 
malignancy  which  have  remained  stationary  for 
years ;  there  are  those  where  mastastases  occur  early, 
while  others,  in  spite  of  the  enormous  size  of  the 
growth  with  numerous  extensive  areas  of  softening, 
have  remained  within  the  capsule  and  have  given 
rise  to  no  systemic  involvement. 

Especially  among  the  renal  growths  which  occur 
in  childhood  there  are  very  typical  sjnnptoms, 
an  almost  imperceptable  development  of  the  growth 
until  an  increase  in  the  size  of  the  abdomen  calls 
attention  to  the  condition.  There  sometimes  is  a 
regularly  intermittent  hematuria,  while  at  others 
the  urine  constantly  contains  blood,  emaciation  is 
rapid,  and  finally  severe  diarrhoea  occurs.  In  other 
cases  quite  the  contrary  condition  arises  in  which 
hardly  any  evidence  of  renal  enlargement  can  be 
detected,  while  the  symptoms  are  those  of  a  gastric  or 
intestinal  catarrh. 

The  mobility  of  the  growth  also  is  variable;  it 
may  be  firmly  adherent,  while  in  other  cases  it  can  be 
grasped  like  an  ovarian  tumor  and  be  pushed  from 
side  to  side  within  the  abdomen. 

Growths  of  the  right  kidney  may  be  mistaken  for 
hepatic  tumors,  but  an  enlargement  of  the  liver  can 
be  differentiated  from  renal  neoplasms  in  that  the 
former  neither  extend  high  up  into  the  thorax  nor  do 
they  displace  the  liver  to  any  considerable  degree. 
Generally,  the  hand  may  be  inserted  between  the 
costal  border  and  the  enlarged  kidney,  a  thing  which 
cannot  be  accomplished  when  an  hepatic  growth  is 
present.  In  a  large  majority  of  cases  the  large 
intestine  lies  in  front  of  the  enlarged  kidney,  which  is 
made  evident  by  percussion,  while  only  in  exceptional 
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cases,  either  from  adhesions  with  the  gut  or  malforma- 
tion or  atrophy  of  the  liver,  no  intestine  will  be  found 
lying  over  its  anterior  surface.  In  cases  of  hepatic 
neoplasm  there  are  usually  symptoms  of  biliary 
retention  and  all  renal  symptoms  are  lacking.  A 
tumor  formed  by  a  distended  gall  bladder  is  character- 
ized by  its  pear-shaped  form  and  may  be  distinguished 
from  an  enlarged  kidney  by  the  absence  of  extensive 
dullness  in  the  lumbar  region  and  by  the  presence 
of  hepatic  symptoms. 

It  is  a  more  difficult  matter  to  diagnosticate  a  renal 
growth  when  the  latter  is  adherent  to  the  liver, 
because  the  important  diagnostic  evidence  obtained 
by  palpation  and  percussion  must,  of  necessity, 
give  a  negative  result. 

The  absence  of  mobility  of  renal  tumors  during 
respiration  is  by  no  means  a  reliable  sign,  because 
very  large  kidney  tumors  have  been  observed  to 
follow  the  respiratory  movements  in  a  most  evident 
manner.  The  intestine  may  also  be  wanting  in  some 
exceptional  cases  over  the  anterior  aspect  of  the  renal 
growth  and,  consequently,  it  is  evident  that  there  is 
not  a  single  symptom  upon  which  one  may  depend, 
so  that  in  all  difi&ctdt  cases  a  careful  consideration  of 
the  symptoms  presented,  as  well  as  an  exact  history, 
will  be  of  very  great  importance. 

The  left  kidney  when  enlarged,  may  be  mistaken 
for  an  enlarged  spleen,  and  here,  also,  when  there 
is  adhesion  between  the  two  organs  the  diagnostic 
difficulties  become  very  great.  However,  a  splenic 
tumor  usually  runs  parallel  with  the  costal  border 
posteriorly,  and  an  indentation  can  usually  be  found, 
while  its  borders  are  rounded.  It  lies  flat  directly 
under  the  abdominal  wall,  while  the  intestine  lies 
behind  and  below  it  and  the  history  of  the  case  and 
blood  examination  will  usually  settle  the  diagnosis. 
An    enlarged    left    kidney    extends    downward    and 
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anteriorly,  is  slightly  movable,  and  in  most  cases  is 
covered  by  the  descending  colon  or  the  sigmoid 
flexure,  while  percussion  will  reveal  a  tympanitic 
zone  between  the  spleen  and  the  kidney. 

A  marked  distention  of  portions  of  the  colon, 
either  on  the  right  or  the  left,  caused  by  gas  or  fecal 
masses,  may  also  at  first  sight  resemble  a  renal  tumor, 
but  careful  palpation  will  alone  suffice  to  diagnosticate 
the  real  condition.  The  symptoms  likewise  point 
to  marked  disturbances  of  the  intestinal  functions, 
and  renal  symptoms  are  lacking. 

A  psoas  abscess  frequently  occurs  in  the  lumbar 
region  and  from  here  extends  into  the  abdomen 
and  may  show  an  indistinct  fluctuation  or  even  none 
at  all.  However,  a  careful  examination  will  reveal 
the  spinal  origin  of  the  affection. 

Interstitial  or  subperitoneal  tumors  of  the  uterus 
present  no  difficulty  in  diagnosis,  but  a  very  greatly 
enlarged  kidney  has  been  mistaken  for  a  pregnant 
uterus  in  some  few  cases. 

As  a  rare  lesion  I  would  mention  malignant  disease 
of  the  renal  lymph-nodes,  and  those  of  the  prelumbar 
region  and  from  their  rapidly  increasing  size  may 
simulate  malignant  disease  of  the  kidney. 

When  a  renal  tumor  is  found  it  is  not  always  an 
easy  matter  to  diagnose  its  true  nature;  thus,  renal 
calculus,  complicated  by  a  suppurating  process, 
causes  a  considerable  enlargement  of  the  kidney.  A 
severe  tuberculous  pyelonephritis  may  suddenly 
develop  in  an  infected  kidney,  causing  very  con- 
siderable enlargement  of  the  organ,  and  later  on 
cystic  changes  arise  in  the  cortex  of  the  organ. 

In  favor  of  the  diagnosis  of  renal  carcinoma  we 
will  have  a  relatively  rapid  development,  which  may 
be  somewhat  irregular  in  its  progress,  a  firm,  slightly 
movable  tumor  which  occasionally  may  present 
fluctuation  in  some  spots,  painful  on  pressure,  with  an 
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uneven  and  occasionally  a  nodular  surface.  Hema- 
turia, as  I  have  said,  is  a  frequent  symptom,  but 
when  this  does  not  occur  microscopic  blood  can 
usually  be  found  in  the  urine.  Continued  pain  in  the 
renal  region  and  a  progressive  decline  of  the  general 
vitality,  finally  leading  to  cachexia,  completes  the 
clinical  picture. 

Pyelitis  and  pyelonephritis  often  cause  enlarge- 
ment of  the  kidney  very  similar  to  that  found  in 
malignant  disease  of  the  organ.  The  microscopic 
changes  in  the  urine  without  any  evident  hematuria, 
combined  with  the  general  symptoms  of  a  pus  focus, 
are  sufficient  to  put  one  on  the  right  road  for  a  diag- 
nosis. 

Hydronephrosis  is  even,  rounded,  and  smooth  in 
surface,  usually  distinctly  fluctuating,  giving  rise 
to  slight  pain  or  none  at  all. 

Nephrolithiasis  rarely  gives  rise  to  enlargement 
of  the  kidney  unless  complicated  by  a  suppurative 
process,  but  microscopic  blood  or  pus  may  always 
be  found  in  the  urine. 

Simple  cysts  of  the  kidney  rarely  cause  much 
enlargement,  but  when  they  do  the  symptoms  are 
similar  to  hydronephrosis.  Hydatid  cysts  of  the 
kidney  produce  considerable  enlargement;  fluctua- 
tion is  not  often  present,  but  the  thrill  peculiar  to 
this  disease  will  usually  be  found.  A  positive  diagnosis 
is  only  possible  when,  from  rupture  of  one  of  the 
sacs,  hydatids  may  be  found  in  the  urine. 

Hemorrhage  into  the  renal  parenchyma,  calices, 
and  renal  pelvis  may  cause  considerable  enlargement. 
In  these  cases  the  history  will  often  explain  the  cause 
of  the  renal  enlargement,  but  the  possible  causal 
connection  between  such  hemorrhages  and  the 
development  of  a  malignant  growth  must  always  be 
recalled. 
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